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Highlights of Changes

This Medical Aid Rules and Fee Schedules (fee schedule) is effective for services provided on
or after July 1, 2002. These highlights are intended for general reference; they are not a
comprehensive list of all the changes in this fee schedule. Refer to the 2002 CPT® and HCPCS
coding books for complete code descriptions and lists of new, deleted or revised codes.

Washington Administrative Code (WAC) and Payment Changes

e Cost of living adjustments were applied to RBRVS and anesthesia services and to most local
codes.

e WAC 296-20-135 increased the RBRVS conversion factor from $49.60 to $50.51 and
increased the anesthesia conversion factor from $2.70 per minute ($40.50 per 15 minutes)
to $2.78 per minute ($41.70 per 15 minutes).

o WACs 296-23-220 and 296-23-230 increased the maximum daily cap for physical and
occupational therapy services to $102.65.

o WAC 296-23B became effective January 1, 2002. This WAC implemented minimum
quality standards and a new payment method for ambulatory surgery centers.

o WAC 296-23A was amended and a new section was added effective January 1, 2002. The
new section implemented a new payment method for hospital outpatient services.

Policy Additions, Changes and Clarifications

Introduction:

e This is a new section that includes information relevant for all providers. Much of the
information in this section was previously published in the fee schedule in the section titled
“Overview.”

Professional Services:

e This is a new section that incorporates information previously published in the fee schedule
in sections titled “RBRVS Payment Policies,” “Anesthesia Payment Policies” and “Specialty
and Administrative Services.”

Facility Services:

e This is a new section that outlines the payment policies for hospitals, ambulatory surgery
centers, and brain injury rehabilitation facilities.

Fee Schedules

e The hospital inpatient AP-DRG Assignment list has been added.
e The Ambulatory Surgery Center Fee Schedule has been added.

Appendices:
¢ Previous publications of the fee schedule included appendices at the end of each policy
section.

CPT codes and descriptions only are © 2001 American Medical Association
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WAC 296-20-010 General information

(1)

The following rules are promulgated pursuant to RCW 51.04.020 and 51.04.030. The
department or self-insurer may purchase necessary physician and other provider
services according to the fee schedules. The fee schedules shall be established in
consultation with interested persons and updated at times determined by the
department in consultation with those interested persons. Prior to the establishment or
amendment of the fee schedules, the department will give at least thirty calendar days
notice by mail to interested persons who have made timely request for advance notice
of the establishment or amendment of the fee schedules. To request advance notice
of the establishment or amendment of the fee schedules, interested persons must
contact the department at the following address:

Department of Labor and Industries

Health Services Analysis

Interested Person’s Mailing List for the Fee Schedules
P.O. Box 44322

Olympia, WA 98504-4322

The department or self-insurer will require the current version of the federal Health
Care Financing Administration’s Common Procedure Coding System (HCPCS) Level |
(or CPT) and Il codes on January 1, of each new year. CPT refers to the American
Medical Association’s Physicians’ Current Procedural Terminology codes.

The department and self-insurer will allow a “grace period” in which codes deleted
each year may be submitted for payment. This grace period will start on January 1 of
each year and the length of time will be determined by department policy.

The adoption of these codes on an annual basis is designed to reduce the
administrative burden on providers and lead to more accurate reporting of services.
However, the inclusion of a service, product or supply within these new codes does not
necessarily imply coverage, reimbursement or endorsement, by the department or self-
insurer. The department will make coverage and reimbursement decisions for these
new codes on an individual basis.

If there are any services, procedures or narrative text contained in the new HCPCS
Level | and Il codes that conflict with the medical aid rules or fee schedules, the
department’s rules and policies take precedence.

Copies of the HCPCS Level | and Il codes are available for public inspection. These
documents are available in each of the department’s service locations.

Copies of the HCPCS Level Il codes may be purchased from:

The Superintendent of Documents
United States Government Printing Office
Washington, DC 20402

(202) 783-3238

Copies of the Level | (or CPT) codes may be purchased from:

The American Medical Association
Chicago, lllinois 60601
(800) 621-8335

In addition to the sources listed above, both the Level | and |l codes may be purchased
from a variety of private sources.

The fee schedules are intended to cover all services for accepted industrial insurance
claims. All fees listed are the maximum fees allowable. Practitioners shall bill their
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(10)

usual and customary fee for services. If a usual and customary fee for any
particular service is lower to the general public than listed in the fee schedules,
the practitioner shall bill the department or self-insurer at the lower rate. The
department or self-insurer will pay the lesser of the billed charge or the fee schedules’
maximum allowable.

The rules contained in the introductory section pertain to all practitioners regardless of
specialty area or limitation of practice. Additional rules pertaining to specialty areas will
be found in the appropriate section of the medical aid rules.

The methodology for making conversion factor cost of living adjustments is listed in
WAC 296-20-132. The conversion factors are listed in WAC 296-20-135.

No fee is payable for missed appointments unless the appointment is for an
examination arranged by the department or self-insurer.

When a claim has been accepted by the department or self-insurer, no provider or
his/her representative may bill the worker for the difference between the allowable fee
and the usual and customary charge. Nor can the worker be charged a fee, either for
interest or completion of forms, related to services rendered for the industrial injury or
condition. Refer to chapter 51.04 RCW.

Practitioners must maintain documentation in claimant medical or health care service
records adequate to verify the level, type, and extent of services provided to claimants.
A health care practitioner’s bill for services, appointment book, accounting records, or
other similar methodology do not qualify as appropriate documentation for services
rendered. Refer to chapter 296-20 WAC and department policy for reporting
requirements.

Except as provided in WAC 296-20-055 (Limitation of treatment and temporary
treatment of unrelated conditions when retarding recovery), practitioners shall bill, and
the department or self-insurer shall pay, only for proper and necessary medical care
required for the diagnosis and curative or rehabilitative treatment of the accepted
condition.

When a worker is being treated concurrently for an unrelated condition the fee
allowable for the service(s) rendered must be shared proportionally between the
payors.

Correspondence: Correspondence pertaining to state fund and department of energy
claims should be sent to: Department of Labor and Industries, Claims Administration,
P.O. Box 44291, Olympia, Washington 98504-4291.

Accident reports should be sent to: Department of Labor and Industries, P.O. Box
44299, Olympia, Washington 98504-4299.

Send provider bills by type (UB-92) to: Department of Labor and Industries, P.O. Box
44266, Olympia, Washington 98504-4266.

Adjustments, Home Nursing and Miscellaneous to: Department of Labor and
Industries, P.O. Box 44267, Olympia, Washington 98504-4267.

Pharmacy to: Department of Labor and Industries, P.O. Box 44268, Olympia,
Washington 98504-4268.

HFCA to: Department of Labor and Industries, P.O. Box 44269, Olympia, Washington
98504-4269.

State fund claims have six digit numbers preceded by a letter other than “S,” “T,” or “V.”

Department of energy claims have seven digit numbers with no letter prefix.
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All correspondence and billings pertaining to crime victims claims should be sent to
Crime Victims Division, Department of Labor and Industries, P.O. Box 44520, Olympia,
Washington 98504-4520.

Crime victim claims have six digit numbers preceded by a “V.”

All correspondence and billings pertaining to Self Insured claims should be sent directly
to the employer or the service representative as the case may be.

Self Insured claims are six digit numbers preceded by a “S,” or “T.”

Communications to the department or self-insurer must show the patient’s full name
and claim number. If the claim number is unavailable, providers should contact the
department or self-insurer for the number, indicating the patient’'s name, Social
Security number, the date and the nature of the injury, and the employer's name. A
communication should refer to one claim only. Correspondence must be legible and
reproducible, as department records are microfilmed. Correspondence regarding
specific claim matters should be sent directly to the department in Olympia or self-
insurer in order to avoid rehandling by the service location.

(11)  The department’s various local service locations should be utilized by providers to
obtain information, supplies, or assistance in dealing with matters pertaining to
industrial injuries.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 96-10-086, § 296-20-010, filed 5/1/96, effective 7/1/96. Statutory

Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 94-14-044, § 296-20-010, filed 6/29/94, effective 7/30/94; 93-16-072, §

296-20-010, filed 8/1/93, effective 9/1/93. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 92-24-066, § 296-20-010, filed

12/1/92, effective 1/1/93; 90-04-057, § 296-20-010, filed 2/2/90, effective 3/5/90; 87-24-050 (Order 87-23), § 296-20-010, filed

11/30/87, effective 1/1/88; 86-20-074 (Order 86-36), § 296-20-010, filed 10/1/86, effective 11/1/86; 86-06-032 (Order 86-19), §

296-20-010, filed 2/28/86, effective 4/1/86; 83-16-066 (Order 83-23), § 296-20-010, filed 8/2/83. Statutory Authority: RCW

51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-010, filed 11/30/81, effective 1/1/82; 81-01-100

(Order 80-29), § 296-20-010, filed 12/23/80, effective 3/1/81; Order 76-34, § 296-20-010, filed 11/24/76, effective 1/1/77; Order

75-39, § 296-20-010, filed 11/28/75, effective 1/1/76; Order 74-7, § 296-20-010, filed 1/30/74; Order 70-12, § 296-20-010, filed

12/1/70, effective 1/1/71; Order 68-7, § 296-20-010, filed 11/27/68, effective 1/1/69.]

WAC 296-20-0100 Chiropractic advisory committee

(1) The director or the director’s designee shall appoint a chiropractic advisory and
utilization review committee.

(2) The committee will function as an advisor to the department with respect to policies
affecting chiropractic care, quality assurance, clinical management of cases, utilization
review, and the establishment of rules. It shall advise and assist the department in the
department’s relationship with providers of chiropractic care, and assist the department
in ensuring that injured workers receive good quality chiropractic care in a safe and
effective manner.

(3) The chiropractic advisory committee shall:

(a) Advise the department on standards as to what constitutes effective and accepted
chiropractic treatment, for use by attending chiropractors and for chiropractic
consultants to use in reviewing cases referred for consultation;

(b) Advise the department on standards and minimum credentials for chiropractic
consultants and the content of consultant reports; and

(c) Review the performance of individual chiropractors and chiropractic consultants for
conformance with standards and requirements and advise the department of
instances where standards and requirements have not been met.

The department shall review the advice and recommendations of the committee and
shall promulgate those standards and requirements which it chooses to adopt. The
department shall review the advice from the committee on the performance of
chiropractors and shall act upon this advice at its sole discretion.
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(4) The committee will meet on a monthly basis or as needed. The department will
reimburse members of the committee for travel and incidental expenses related to the
meetings.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 88-24-011 (Order 88-28), § 296-20-0100, filed 12/1/88, effective 1/1/89.]

WAC 296-20-01001 Medical advisory industrial insurance committee

(1) The Washington state medical association shall appoint an advisory and utilization
review committee composed of nine members, one of whom shall be an osteopathic
physician nominated by the Washington state osteopathic medical association. The
remaining members should be selected from the following specialty groups: Family or
general practice, orthopaedics, neurology or neurosurgery, general surgery, physical
medicine and rehabilitation, psychiatry, internal medicine, and industrial medicine.

(2) The committee will function as an advisor to the department with respect to policies
affecting medical care and rehabilitation, quality control and supervision of medical
care, and the establishment of rules and regulations. It shall also advise and assist the
department in the resolution of controversies, disputes and problems between the
department and the providers of medical care. It will also advise and assist the
department in the education of members of the medical community with regard to the
roles of the physician, the department and the employer in providing the needs and
care of the injured worker.

(3) The committee shall normally meet on a monthly basis or as necessity dictates. The
department will reimburse members of the committee for each meeting.

[Order 77-27, § 296-20-01001, filed 11/30/77, effective 1/1/78; Emergency Order 77-26, § 296-20-01001, filed 12/1/77;
Emergency Order 77-16, § 296-20-01001, filed 9/6/77; Order 76-34, § 296-20-01001, filed 11/24/76, effective 1/1/77.]

WAC 296-20-01002 Definitions

Acceptance, accepted condition: Determination by a qualified representative of the
department or self-insurer that reimbursement for the diagnosis and curative or rehabilitative
treatment of a claimant's medical condition is the responsibility of the department or self-
insurer. The condition being accepted must be specified by one or more diagnosis codes from
the current edition of the International Classification of Diseases, Clinically Modified (ICD-CM).
Attendant care: Those proper and necessary personal care services provided to maintain the
worker in his or her residence. Refer to WAC 296-20-303 for more information.

Attending doctor report: This type of report may also be referred to as a "60 day" or
"special" report. The following information must be included in this type of report. Also,
additional information may be requested by the department as needed.

(1) The condition(s) diagnosed including ICD-9-CM codes and the objective and subjective
findings.

(2) Their relationship, if any, to the industrial injury or exposure.

(3) Outline of proposed treatment program, its length, components, and expected
prognosis including an estimate of when treatment should be concluded and
condition(s) stable. An estimated return to work date should be included. The
probability, if any, of permanent partial disability resulting from industrial conditions
should be noted.

(4) If the worker has not returned to work, the attending doctor should indicate whether a
vocational assessment will be necessary to evaluate the worker's ability to return to
work and why.

(5) If the worker has not returned to work, a doctor's estimate of physical capacities should
be included with the report. If further information regarding physical capacities is
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needed or required, a performance-based physical capacities evaluation can be
requested. Performance-based physical capacities evaluations should be conducted
by a licensed occupational therapist or a licensed physical therapist. Performance-
based physical capacities evaluations may also be conducted by other qualified
professionals who provided performance-based physical capacities evaluations to the
department prior to May 20, 1987, and who have received written approval to continue
supplying this service based on formal department review of their qualifications.

Authorization: Notification by a qualified representative of the department or self-insurer that
specific proper and necessary treatment, services, or equipment provided for the diagnosis
and curative or rehabilitative treatment of an accepted condition will be reimbursed by the
department or self-insurer.

Average wholesale price (AWP): A pharmacy reimbursement formula by which the
pharmacist is reimbursed for the cost of the product plus a mark-up. The AWP is an industry
benchmark which is developed independently by companies that specifically monitor drug
pricing.

Baseline price (BLP): Is derived by calculating the mean average for all NDC's (National
Drug Code) in a specific product group, determining the standard deviation, and calculating a
new mean average using all prices within one standard deviation of the original mean average.
"Baseline price" is a drug pricing mechanism developed and updated by First Data Bank.

Bundled codes: When a bundled code is covered, payment for them is subsumed by the
payment for the codes or services to which they are incident. (An example is a telephone call
from a hospital nurse regarding care of a patient. This service is not separately payable
because it is included in the payment for other services such as hospital visits.) Bundled codes
and services are identified in the fee schedules.

By report: BR (by report) in the value column of the fee schedules indicates that the value of
this service is to be determined by report (BR) because the service is too unusual, variable or
new to be assigned a unit value. The report shall provide an adequate definition or description
of the services or procedures that explain why the services or procedures (e.g., operative,
medical, radiological, laboratory, pathology, or other similar service report) are too unusual,
variable, or complex to be assigned a relative value unit, using any of the following as
indicated:

(1) Diagnosis;
(2) Size, location and number of lesion(s) or procedure(s) where appropriate;
(3) Surgical procedure(s) and supplementary procedure(s);

(4) Whenever possible, list the nearest similar procedure by number according to the
fee schedules;

(5) Estimated follow-up;

(6) Operative time;

(7) Describe in detail any service rendered and billed using an "unlisted" procedure
code.

The department or self-insurer may adjust BR procedures when such action is indicated.

Chart notes: This type of documentation may also be referred to as "office" or "progress”
notes. Providers must maintain charts and records in order to support and justify the services
provided. "Chart" means a compendium of medical records on an individual patient. "Record"
means dated reports supporting bills submitted to the department or self-insurer for medical
services provided in an office, nursing facility, hospital, outpatient, emergency room, or other
place of service. Records of service shall be entered in a chronological order by the
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practitioner who rendered the service. For reimbursement purposes, such records shall be
legible, and shall include, but are not limited to:

(1) Date(s) of service;

(2) Patient's name and date of birth;

(3) Claim number;

(4) Name and title of the person performing the service;

(5) Chief complaint or reason for each visit;

(6) Pertinent medical history;

(7) Pertinent findings on examination;

(8) Medications and/or equipment/supplies prescribed or provided;

(9) Description of treatment (when applicable);

(10) Recommendations for additional treatments, procedures, or consultations;
(11) X-rays, tests, and results; and

(12) Plan of treatment/care/outcome.

Consultation examination report: The following information must be included in this type of
report. Additional information may be requested by the department as needed.
(1) A detailed history to establish:

(a) The type and severity of the industrial injury or occupational disease.
(b) The patient's previous physical and mental health.
(c) Any social and emotional factors which may effect recovery.

(2) A comparison history between history provided by attending doctor and injured worker,
must be provided with exam.

(3) A detailed physical examination concerning all systems affected by the industrial
accident.

(4) A general physical examination sufficient to demonstrate any preexisting impairments
of function or concurrent condition.

(5) A complete diagnosis of all pathological conditions including ICD-9-CM codes found to
be listed:

(a) Due solely to injury.
(b) Preexisting condition aggravated by the injury and the extent of aggravation.

(c) Other medical conditions neither related to nor aggravated by the injury but
which may retard recovery.

(d) Coexisting disease (arthritis, congenital deformities, heart disease, etc.).
(6) Conclusions must include:

(a) Type of treatment recommended for each pathological condition and the
probable duration of treatment.

(b) Expected degree of recovery from the industrial condition.
(c) Probability, if any, of permanent disability resulting from the industrial condition.
(d) Probability of returning to work.

(7) Reports of necessary, reasonable X-ray and laboratory studies to establish or confirm
the diagnosis when indicated.

Doctor: For these rules, means a person licensed to practice one or more of the following
professions: Medicine and surgery; osteopathic medicine and surgery; chiropractic;
naturopathic physician; podiatry; dentistry; optometry.

296-20 WAC 8 7-1-02



Only those persons so licensed may sign report of accident forms and time loss cards except
as provided in chapter 296-20 WAC.

Emergent hospital admission: Placement of the worker in an acute care hospital for
treatment of a work related medical condition of an unforeseen or rapidly progressing nature
which if not treated in an inpatient setting, is likely to jeopardize the worker's health or
treatment outcome.

Fatal: When the attending doctor has reason to believe a worker has died as a result of an
industrial injury or exposure, the doctor should notify the nearest department service location
or the self-insurer immediately. Often an autopsy is required by the department or self-insurer.
If so, it will be authorized by the service location manager or the self-insurer. Benefits payable
include burial stipend and monthly payments to the surviving spouse and/or dependents.

Fee schedules or maximum fee schedule(s): The fee schedules consist of, but are not
limited to, the following:

(a) Health Care Financing Administration's Common Procedure Coding System
Level | and Il Codes, descriptions and modifiers that describe medical and other
services, supplies and materials.

(b) Codes, descriptions and modifiers developed by the department.

(c) Relative value units (RVUs), calculated or assigned dollar values, percent-of-
allowed-charges (POAC), or diagnostic related groups (DRGs), that set the
maximum allowable fee for services rendered.

(d) Billing instructions or policies relating to the submission of bills by providers and
the payment of bills by the department or self-insurer.

(e) Average wholesale price (AWP), baseline price (BLP), and policies related to
the purchase of medications.

Health services provider or provider: For these rules means any person, firm, corporation,
partnership, association, agency, institution, or other legal entity providing any kind of services
related to the treatment of an industrially injured worker. It includes, but is not limited to,
hospitals, medical doctors, dentists, chiropractors, vocational rehabilitation counselors,
osteopathic physicians, pharmacists, podiatrists, physical therapists, occupational therapists,
massage therapists, psychologists, naturopathic physicians, and durable medical equipment
dealers.

Home nursing: Those nursing services that are proper and necessary to maintain the worker
in his or her residence. These services must be provided through an agency licensed,
certified or registered to provide home care, home health or hospice services. Refer to WAC
296-20-091 for more information.

Independent or separate procedure: Certain of the fee schedule's listed procedures are
commonly carried out as an integral part of a total service, and as such do not warrant a
separate charge. When such a procedure is carried out as a separate entity, not immediately
related to other services, the indicated value for "independent procedure” is applicable.

Medical aid rules: The Washington Administrative Codes (WACs) that contain the
administrative rules for medical and other services rendered to workers.

Modified work status: The worker is not able to return to their previous work, but is
physically capable of carrying out work of a lighter nature. Workers should be urged to return
to modified work as soon as reasonable as such work is frequently beneficial for body
conditioning and regaining self confidence.

Under RCW 51.32.090, when the employer has modified work available for the worker, the
employer must furnish the doctor and the worker with a statement describing the available
work in terms that will enable the doctor to relate the physical activities of the job to the
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worker's physical limitations and capabilities. The doctor shall then determine whether the
worker is physically able to perform the work described. The employer may not increase the
physical requirements of the job without requesting the opinion of the doctor as to the worker's
ability to perform such additional work. If after a trial period of reemployment the worker is
unable to continue with such work, the worker's time loss compensation will be resumed upon
certification by the attending doctor.

If the employer has no modified work available, the department should be notified immediately,
so vocational assessment can be conducted to determine whether the worker will require
assistance in returning to work.

Nonemergent (elective) hospital admission: Placement of the worker in an acute care
hospital for medical treatment of an accepted condition which may be safely scheduled in
advance without jeopardizing the worker's health or treatment outcome.

Permanent partial disability: Any anatomic or functional abnormality or loss after maximum
rehabilitation has been achieved, which is determined to be stable or nonprogressive at the
time the evaluation is made. When the attending doctor has reason to believe a permanent
impairment exists, the department or self-insurer should be notified. Specified disabilities
(amputation or loss of function of extremities, loss of hearing or vision) are to be rated utilizing
a nationally recognized impairment rating guide. Unspecified disabilities (internal injuries,
spinal injuries, mental health, etc.) are to be rated utilizing the category system detailed under
WAC 296-20-200 et al. for injuries occurring on or after October 1, 1974. Under Washington
law disability awards are based solely on physical or mental impairment due to the
accepted injury or conditions without consideration of economic factors.

Physician: For these rules, means any person licensed to perform one or more of the
following professions: Medicine and surgery; or osteopathic medicine and surgery.
Practitioner: For these rules, means any person defined as a "doctor" under these rules, or
licensed to practice one or more of the following professions: Audiology; physical therapy;
occupational therapy; pharmacy; prosthetics; orthotics; psychology; nursing; physician or
osteopathic assistant; and massage therapy.

Proper and necessary:

(1) The department or self-insurer pays for proper and necessary health care
services that are related to the diagnosis and treatment of an accepted
condition.

(2) Under the Industrial Insurance Act, "proper and necessary" refers to those
health care services which are:

(a) Reflective of accepted standards of good practice, within the scope of
practice of the provider's license or certification;

(b) Curative or rehabilitative. Care must be of a type to cure the effects of a
work-related injury or iliness, or it must be rehabilitative. Curative
treatment produces permanent changes, which eliminate or lessen the
clinical effects of an accepted condition. Rehabilitative treatment allows
an injured or ill worker to regain functional activity in the presence of an
interfering accepted condition. Curative and rehabilitative care produce
long-term changes;

(c) Not delivered primarily for the convenience of the claimant, the
claimant's attending doctor, or any other provider; and

(d) Provided at the least cost and in the least intensive setting of care
consistent with the other provisions of this definition.

(3) The department or self-insurer stops payment for health care services once a
worker reaches a state of maximum medical improvement. Maximum medical
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improvement occurs when no fundamental or marked change in an accepted
condition can be expected, with or without treatment. Maximum medical
improvement may be present though there may be fluctuations in levels of pain
and function. A worker's condition may have reached maximum medical
improvement though it might be expected to improve or deteriorate with the
passage of time. Once a worker’s condition has reached maximum medical
improvement, treatment that results only in temporary or transient changes is
not proper and necessary. "Maximum medical improvement" is equivalent to
"fixed and stable."

(4) In no case shall services which are inappropriate to the accepted condition or
which present hazards in excess of the expected medical benefits be
considered proper and necessary. Services that are controversial, obsolete,
investigational or experimental are presumed not to be proper and necessary,
and shall be authorized only as provided in WAC 296-20-03002(6) and 296-20-
02850.

Regular work status: The injured worker is physically capable of returning to his/her regular
work. It is the duty of the attending doctor to notify the worker and the department or self-
insurer, as the case may be, of the specific date of release to return to regular work.
Compensation will be terminated on the release date. Further treatment can be allowed as
requested by the attending doctor if the condition is not stationary and such treatment is
needed and otherwise in order.

Temporary partial disability: Partial time loss compensation may be paid when the worker
can return to work on a limited basis or return to a lesser paying job is necessitated by the
accepted injury or condition. The worker must have a reduction in wages of more than five
percent before consideration of partial time loss can be made. No partial time loss
compensation can be paid after the worker's condition is stationary. All time loss
compensation must be certified by the attending doctor based on objective findings.

Termination of treatment: When treatment is no longer required and/or the industrial
condition is stabilized, a report indicating the date of stabilization should be submitted to the
department or self-insurer. This is necessary to initiate closure of the industrial claim. The
patient may require continued treatment for conditions not related to the industrial condition;
however, financial responsibility for such care must be the patient's.

Total permanent disability: Loss of both legs or arms, or one leg and one arm, total loss of
eyesight, paralysis or other condition permanently incapacitating the worker from performing
any work at any gainful employment. When the attending doctor feels a worker may be totally
and permanently disabled, the attending doctor should communicate this information
immediately to the department or self-insurer. A vocational evaluation and an independent
rating of disability may be arranged by the department prior to a determination as to total
permanent disability. Coverage for treatment does not usually continue after the date an
injured worker is placed on pension.

Total temporary disability: Full-time loss compensation will be paid when the worker is
unable to return to any type of reasonably continuous gainful employment as a direct result of
an accepted industrial injury or exposure.

Unusual or unlisted procedure: Value of unlisted services or procedures should be
substantiated "by report" (BR).

Utilization review: The assessment of a claimant's medical care to assure that it is proper
and necessary and of good quality. This assessment typically considers the appropriateness
of the place of care, level of care, and the duration, frequency or quantity of services provided
in relation to the accepted condition being treated.
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[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.060, 51.32.072, and 7.68.070. 01-18-041, § 296-20-01002, filed 8/29/01,
effective 10/1/01. Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-039, § 296-20-01002, filed 12/7/99, effective
1/8/00. Statutory Authority: RCW 51.04.030, 70.14.050 and 51.04.020(4). 95-16-031, § 296-20-01002, filed 7/21/95, effective
8/22/95. Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-01002, filed 8/1/93, effective
9/1/93. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 92-24-066, § 296-20-01002, filed 12/1/92, effective 1/1/93; 92-05-
041, § 296-20-01002, filed 2/13/92, effective 3/15/92. Statutory Authority: RCW 51.04.020. 90-14-009, § 296-20-01002, filed
6/25/90, effective 8/1/90. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-01002, filed 2/2/90,
effective 3/5/90; 87-24-050 (Order 87-23), § 296-20-01002, filed 11/30/87, effective 1/1/88; 86-20-074 (Order 86-36), § 296-20-
01002, filed 10/1/86, effective 11/1/86; 83-24-016 (Order 83-35), § 296-20-01002, filed 11/30/83, effective 1/1/84; 83-16-066
(Order 83-23), § 296-20-01002, filed 8/2/83. Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041
(Order 81-28), § 296-20-01002, filed 11/30/81, effective 1/1/82; 81-01-100 (Order 80-29), § 296-20-01002, filed 12/23/80, effective
3/1/81.]

WAC 296-20-015 Who may treat

(1) In order to treat workers under the Industrial Insurance Act, a health care provider must
qualify as an approved provider under the department’s rules. The department must
approve the health care provider through the issuance of a provider number before the
health care provider is eligible for payment for services.

(2) Para-professionals, who are not independently licensed, must practice under the direct
supervision of a licensed health care professional whose scope of practice and
specialty training includes the service provided by the para-professional. The
department may deny direct reimbursement to the para-professional for services
rendered, and may instead directly reimburse the licensed and supervising health care
professional for covered services. Payment rules for para-professionals may be
determined by department policy.

(3) Procedures and evaluations requiring specialized skills and knowledge will be limited to
board certified or board qualified physicians, or osteopathic physicians as specified by
the American Medical Association or the American Osteopathic Association.

(4) The department as a trustee of the medical aid fund has a duty to supervise provision
of proper and necessary medical care that is delivered promptly, efficiently, and
economically. The department can deny, revoke, suspend, limit, or impose conditions
on a health care provider’s authorization to treat workers under the Industrial Insurance
Act. Reasons for denying issuance of a provider number or imposing any of the above
restrictions include, but are not limited to the following:

(a) Incompetence or negligence, which results in injury to a worker or which creates
an unreasonable risk that a worker may be harmed.

(b) The possession, use, prescription for use, or distribution of controlled substances,
legend drugs, or addictive, habituating, or dependency-inducing substances in any
way other than for therapeutic purposes.

(c) Anytemporary or permanent probation, suspension, revocation, or type of
limitation of a practitioner’s license to practice by any court, board, or
administrative agency.

(d) The commission of any act involving moral turpitude, dishonesty, or corruption
relating to the practice of the provider’s profession. The act need not constitute a
crime. If a conviction or finding of such an act is reached by a court or other
tribunal pursuant to plea, hearing, or trial, a certified copy of the conviction or
finding is conclusive evidence of the violation.

(e) The failure to comply with the department’s orders, rules, or policies.

(f)  The failure, neglect, or refusal to:
(i)  Provide records requested by the department pursuant to a health care
services review or an audit.
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(i) Submit complete, adequate, and detailed reports or additional reports
requested or required by the department regarding the treatment and
condition of a worker.

(g) The submission or collusion in the submission of false or misleading reports or bills
to any government agency.
(h)  Billing a worker for:

(i)  Treatment of an industrial condition for which the department has accepted
responsibility; or

(i)  The difference between the amount paid by the department under the
maximum allowable fee set forth in these rules and any other charge.

(i) Repeated failure to notify the department immediately and prior to burial in any
death, where the cause of the death is not definitely known and possibly related to
an industrial injury or occupational disease.

(i) Repeated failure to recognize emotional and social factors impeding recovery of a
worker who is being treated under the Industrial Insurance Act.

(k) Repeated unreasonable refusal to comply with the recommendations of board
certified or qualified specialists who have examined a worker.

(D  Repeated use of:

(i)  Treatment of controversial or experimental nature;
(i)  Contraindicated or hazardous treatment; or

(iii) Treatment past stabilization of the industrial condition or after maximum curative
improvement has been obtained.

(m) Declaration of mental incompetency by a court or other tribunal.
Failure to comply with the applicable code of professional conduct or ethics.

Failure to inform the department of any disciplinary action issued by order or

formal letter taken against the provider’s license to practice.

(p) The finding of any peer group review body of reason to take action against the
provider’s practice privileges.

(@) Misrepresentation or omission of any material information in the application for

authorization to treat workers. (Chapter 51.04 RCW.)

(5) If the department finds reason to take corrective action, the department may also order
one or more of the following:

(@) Recoupment of payments made to the provider, including interest; (Chapter 51.04
RCW.)

(b)  Denial or reduction of payment;

(c) Assessment of penalties for each action that falls within the scope of subsection
(4)(a) through (q) of this section; (Chapter 51.48 RCW.)

(d) Placement of the provider on a prepayment review status requiring the submission
of supporting documents prior to payment;

(e) Requirement to satisfactorily complete remedial education courses and/or
programs; and

(f)  Imposition of other appropriate restrictions or conditions on the provider’s privilege
to be reimbursed for treating workers under the Industrial Insurance Act.

(6) The department shall forward a copy of any corrective action taken against a provider to
the applicable disciplinary authority.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-015, filed 8/1/93, effective 9/1/93.

Statutory Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-015, filed 2/2/90, effective 3/5/90; 86-20-074 (Order
86-36), § 296-20-015, filed 10/1/86, effective 11/1/86; 86-06-032 (Order 86-19), § 296-20-015, filed 2/28/86, effective 4/1/86.
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Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-015, filed 12/23/80,
effective 3/1/81; Order 76-34, § 296-20-015, filed 11/24/76; effective 1/1/77; Order 74-4, § 296-20-015, filed 1/30/74; Order 71-6, §
296-20-015, filed 6/1/71; Order 70-12, § 296-20-015, filed 12/1/70, effective 1/1/71; Order 68-7, § 296-20-015, filed 11/27/68,
effective 1/1/69.]

WAC 296-20-01501 Physician’s assistant rules

(1) Physicians’ assistants may perform only those medical services in industrial injury
cases, for which the physician’s assistant is trained and licensed, under the control and
supervision of a licensed physician. Such control and supervision shall not be
construed to require the personal presence of the supervising physician.

(2) Physicians’ assistants may perform those medical services which are within the scope
of their physician’s assistant license for industrial injury cases within the limitations of
subsection (3) of this section.

(3) Advance approval must be obtained from the department to treat industrial injury cases.
To be eligible to treat industrial injuries, the physician’s assistant must:

(a) Provide the department with a copy of his/her license.

(b) Provide the name and address and specialty of the supervising physician.

(c) Provide the department with the evidence of a reliable and rapid system of
communication with the supervising physician.

(4) Physicians’ assistants may prepare report of accident, time loss cards, and progress
reports for the supervising physician’s signature. Physicians’ assistants cannot submit
such information under his/her signature.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-01501, filed 8/1/93, effective 9/1/93.

Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-01501, filed 11/30/81,

effective 1/1/82; 81-01-100 (Order 80-29), § 296-20-01501, filed 12/23/80, effective 3/1/81. Statutory Authority: RCW 51.04.030
and 51.16.035. 79-12-086 (Order 79-18), § 296-20-01501, filed 11/30/79, effective 1/1/80.]

WAC 296-20-01505 Provider types and services not covered

The department will not pay for services performed by the following practitioners:

Acupuncturists

Herbalists

Christian Science practitioners or theological healers
Homeopathists

Noncertified physician assistants

Operating room technicians

Certified surgical technicians

Certified surgical assistants

Any other licensed or unlicensed practitioners not otherwise specifically provided for by the
department.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 94 -14-044, § 296-20-01505, filed 6/29/94, effective 7/30/94.]

WAC 296-20-020 Acceptance of rules and fees

The filing of an accident report or the rendering of treatment to a worker who comes under the
department’s or self-insurer’s jurisdiction, as the case may be, constitutes acceptance of the
department’s medical aid rules and compliance with its rules and fees.
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In accordance with RCW 51.28.020 of the industrial insurance law, when a doctor renders
treatment to a worker entitled to benefits under the law, “it shall be the duty of the physician to
inform the worker of his rights under this title and to lend all necessary assistance in making
the application for compensation and such proof of other matters as required by the rules of
the department without charge to the worker,” a worker shall not be billed for treatment
rendered for his accepted industrial injury or occupational disease.

The department or self-insurer must be notified immediately, when an unrelated condition is
being treated concurrently with an industrial injury. See WAC 296-20-055 for specific
information required.

When there is questionable eligibility, (i.e., service is not usually allowed for industrial injuries
or investigation is pending, etc.) the provider may require the worker to pay for the treatment
rendered.

In cases of questionable eligibility where the provider has billed the worker or other insurance,
and the claim is subsequently allowed, the provider shall refund the worker or insurer in full
and bill the department or self-insurer for services rendered using billing instructions, codes,
and policies as listed in the medical aid rules and fee schedules.

Cases in which there is a question of medical ethics or quality of medical care, will be referred
to the Washington state medical association’s medical advisory and utilization review
committee to the department of labor and industries for recommendations.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-020, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-020, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-020, filed 12/23/80,
effective 3/1/81; Order 76-34, § 296-20-020, filed 11/24/76, effective 1/1/77; Order 75-39, § 296-20-020, filed 11/28/75, effective

1/1/76; Order 74-39, § 296-20-020, filed 11/22/74, effective 1/1/75; Order 71-6, § 296-20-020, filed 6/1/71; Order 70-12, § 296-20-
020, filed 12/1/70, effective 1/1/71; Order 68-7, § 296-20-020, filed 11/27/68, effective 1/1/69.]

WAC 296-20-02001 Penalties

The department has the right to assess penalties against providers. See chapter 51.48 RCW.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-02001, filed 2/2/90, effective 3/5/90. Statutory
Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-02001, filed 12/23/80, effective
3/1/81; Order 76-34, § 296-20-02001, filed 11/24/76, effective 1/1/77.]

WAC 296-20-02005 Keeping of records

A health services provider who requests from the department payment for providing services shall
maintain all records necessary for the director’s authorized auditors to audit the provision of
services. A provider shall keep all records necessary to disclose the extent of services the provider
furnishes to industrially injured workers. At a minimum, these records must provide and include
prompt and specific documentation of the level and type of service for which payment is sought.
Records must be maintained for audit purposes for a minimum of five years.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-20-074 (Order 86-36), § 296-20-02005, filed 10/1/86, effective
11/1/86.]

WAC 296-20-02010 Review of health services providers

(1) The department may review providers’ patient and billing related records to ensure workers are
receiving proper and necessary medical care and to ensure providers’ compliance with the
department’s medical aid rules, fee schedules, and policies. A records review may be the basis
for corrective action against the provider.

(2) The department may review records before, during, or after delivery of health services.
Records reviews may be for cause or at random and may include the utilization of
statistical sampling methodologies and projections based upon sample findings.
Records reviews may be conducted at or away from the provider’s places of business,
at the department’s discretion.
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(3) The department will give ten working days’ written notification to any provider, except as
authorized in WAC 296-18A-460, that the provider’'s patient and billing related records
will be reviewed by an auditor at the provider’s place(s) of business to determine
compliance with medical aid rules and standards.

(4) The department may request legible copies of providers’ records. Providers shall
furnish copies of the requested records within thirty calendar days of receipt of the
request.

(5) The department will not remove original records from provider’s premises.
(6) For information regarding the formal appeals process refer to chapter 51.52 RCW.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-02010, filed 2/2/90, effective 3/5/90; 86-20-074
(Order 86-36), § 296-20-02010, filed 10/1/86, effective 11/1/86.]

WAC 296-20-02015 Interest on excess payments

(1) When a provider of health services receives a payment to which that provider is not
entitled, the provider must repay the excess payment, plus accrued interest, without
regard to whether the excess payment occurred due to provider or department error or
oversight, except as provided in subsection (2) of this section.

(2) When a provider:

(@) Accepts in good faith a determination by the department that a worker is eligible
for benefits under Title 51 RCW;

(b) Provides, bills, and receives payment for services to that worker and the
department later determines that the worker was ineligible for services during that
period no interest will begin to accrue until notification is received by the provider
that the worker was ineligible.

(3) Interest accrues on excess payments at the rate of one percent per month or portion of
a month beginning on the thirty-first day after payment was made. Where partial repayment of
an excess payment is made, interest accrues on the remaining balance.

(4) The department reserves the option of either requesting the provider to remit the amount
of the excess payment and accrued interest to the department or offsetting excess
payments and accrued interest against future payments due to the provider.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-20-074 (Order 86-36), § 296-20-02015, filed 10/1/86, effective
11/1/86.]

WAC 296-20-022 Payment of out-of-state providers

(1) How will health care providers outside of Washington State be paid?

All health care service providers, regardless of their geographic location, will be paid
according to the fee schedule rules, rates, coverage and payment policies as published
in the Washington state Medical Aid Rules and Fee Schedules and/or provider
bulletins.

(2) Can an injured worker be charged for services?

In all cases, the department’s maximum allowed fees and payment levels are the
maximum payable. If a provider's charge exceeds the maximum amount payable
under the department’s Medical Aid Rules and Fee Schedules, the provider must not
charge the injured worker for the difference. A provider violating this provision may be
held ineligible to treat injured workers as provided by department rules and may be
subject to other applicable penalties.
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EXCEPTION: When a provider treats an injured worker for condition(s) unrelated to
the worker’s accepted industrial injury or illness, the provider may bill the worker or
other insurers for the unrelated services only.

(3) What services will be paid to providers outside of Washington?

Only those diagnostic and treatment services authorized under the state of Washington
medical aid rules, fee schedules, payment policies, or medical coverage decisions may
be authorized or paid by the department or self-insurer. As determined by the
department of labor and industries, the scope of practice of providers outside the state
of Washington may be recognized for payment purposes. However, in all cases WAC
296-20-03002 (treatment not authorized) shall apply. Specifically, services not
authorized under Washington workers compensation rules, fee schedules, payment
policies, or medical coverage decisions will not be paid, even if permitted under the
workers compensation program in the provider’s state or country of business. When in
doubt, the provider should verify coverage of a service with the department or self-
insurer.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080. 00-09-078, § 296-20-022, filed 4/18/00, effective 7/1/00. Statutory

Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-022, filed 2/2/90, effective 3/5/90; 87-24-050 (Order 87-23), §
296-20-022, filed 11/30/87, effective 1/1/88; 87-03-004 (Order 86-45), § 296-20-022, filed 1/8/87.]

WAC 296-20-023 Third party settlement-Excess recoveries

(1) In cases where a third party settlement has been made resulting in an excess recovery
subject to offset from the worker’s future benefits or compensation due, the department
or self-insurer is not liable for payment for services rendered by providers.

(2) The worker should be treated and billed in accordance with the department’s medical
aid rules and maximum fee schedules. When bills are processed against the amount
of the excess recovery, the department will notify the provider on the remittance
advice.

(3) The department or self-insurer will resume financial responsibility to or on behalf of the
worker when the amount of such excess has been reduced to zero.
[Statutory Authority: Chapters 51.04, 51.08, 51.12, 51.24 and 51.32 RCW and 117 Wn. 2d 122 and 121 Wn.2d 304. 93-23-060,

§ 296-20-023, filed 11/15/93, effective 1/1/94. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), §
296-20-023, filed 2/28/86, effective 4/1/86.]

WAC 296-20-024 Utilization management

The department, as a trustee of the medical aid fund, has a duty to supervise the provision of
proper and necessary medical care that is delivered promptly, efficiently, and economically.
Toward this end, the department will institute programs of utilization management. These
programs are designed to monitor and control the proper and necessary use and cost of,
health care services. These programs include, but are not limited to, managed care
contracting, prior authorization for services, and alternative reimbursement systems.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-024, filed 2/2/90, effective 3/5/90; 87-24-050 (Order
87-23), § 296-20-024, filed 11/30/87, effective 1/1/88.]

WAC 296-20-025 Initial treatment and report of accident

It is the responsibility of the worker to notify the practitioner when the worker has reason to
believe his injury or condition is industrial in nature. Conversely, if the attending doctor
discovers a condition which he believes to be work related or has reason to believe an injury is
work related, he must so notify the worker. Once such determination is made by either the
claimant or the attending doctor, a report of accident must be filed.
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Failure to comply with this responsibility can result in penalties as outlined in WAC 296-20-
02001.

It is the practitioner’s responsibility to ascertain whether he is the first attending practitioner. If
so, he will take the following action:

(1) Give emergency treatment.

(2) Immediately complete and forward the report of accident, to the department and the
employer or self-insurer. Instruct and give assistance to the injured worker in completing
his portion of the report of accident. In filing a claim, the following information is
necessary so there is no delay in adjudication of the claim or payment of compensation.

(@) Complete history of the industrial accident or exposure.

(b) Complete listing of positive physical findings.

(c) Specific diagnosis with ICD-9-CM code(s) and narrative definition relating to the
injury.

(d) Type of treatment rendered.

(e) Known medical, emotional or social conditions which may influence recovery or
cause complications.

(f)  Estimate time loss due to the injury.

(3) If the patient remains under his care continue with necessary treatment in accordance
with medical aid rules. If the practitioner is not the original attending doctor, he should
question the injured worker to determine whether a report of accident has been filed for
the injury or condition. If no report of accident has been filed, it should be completed
immediately and forwarded to the department or self-insurer, as the case may be, with
information as to the name and address of original practitioner if known, so that he/she
may be contacted for information if necessary.

If a report of accident has been filed, it is necessary to have the worker complete a request
for transfer as outlined in WAC 296-20-065, if the worker and practitioner agree that a
change in attending doctor is desirable.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-025, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-025, filed 12/23/80,
effective 3/1/81; Order 71-6, § 296-20-025, filed 6/1/71; Order 70-12, § 296-20-025, filed 12/1/70, effective 1/1/71; Order 68-7, §
296-20-025, filed 11/27/68, effective 1/1/69.]

WAC 296-20-02700 What is a medical coverage decision?

A medical coverage decision is a general policy decision by the director or the director’s
designee to include or exclude a specific health care service or supply as a covered benefit.
These decisions are made to insure quality of care and prompt treatment of workers. Medical
coverage decisions include, but are not limited to, decisions on health care services and
supplies rendered for the purpose of diagnosis, treatment or prognosis, such as:

o Ancillary services including, but not limited to, home health care services, ambulatory
services, specific rehabilitative modalities;
Devices;
Diagnostic tests;
Drugs, biologics, and other therapeutic modalities;
Durable medical equipment;
Procedures;
Prognostic tests; and
Supplies.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-037, § 296-20-02700, filed 12/7/99, effective 1/8/00.]
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WAC 296-20-02701 Who makes medical coverage decisions?
The director or the director’s designee makes medical coverage decisions.
[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-037, § 296-20-02701, filed 12/7/99, effective 1/8/00.]

WAC 296-20-02702 Who uses medical coverage decisions?

Self-insured employers and state fund claim managers use medical coverage decisions to help
them make claim-specific decisions. For example, the director or director’s designee may find
that a particular medical device is effective in treating a specific category of injuries. The medical
coverage decision might be that that device is a covered benefit for that category of injuries. The
self-insured employer or state fund claim manager would make a claim-specific decision to pay
or deny payment for that device based on a number of factors, one of which is whether the
accepted condition on that claim matches the approved category of injuries in the medical
coverage decision.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-037, § 296-20-02702, filed 12/7/99, effective 1/8/00.]

WAC 296-20-02703 How can | determine if a specific health care
service or supply is the subject of a medical
coverage decision?

(1) The Medical Aid Rules, fee schedules, and provider bulletins and updates specify
covered and noncovered services and supplies.

For additional information on existing medical coverage decisions or if you have a question
about a new and emerging technology, device, or off-label use of a drug, contact the office of
the medical director at:

Department of Labor and Industries
Office of the Medical Director

P.O. Box 44321

Olympia, WA 98504-4321

(3) For questions about what will be authorized on a specific claim, contact the self-insured
employer or state fund claim manager.
[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-037, § 296-20-02703, filed 12/7/99, effective 1/8/00.]

WAC 296-20-02704 What criteria does the director or director’s
designee use to make medical coverage
decisions?

(1) In making medical coverage decisions, the director or the director’'s designee considers
information from a variety of sources. These sources include, but are not limited to:
e Scientific evidence;

National and community-based opinions;

Informal syntheses of provider opinion;

Experience of the department and other entities;

Regulatory status.

Because of the unique nature of each health care service, the type, quantity and quality
of the information available for review may vary. The director or director’'s designee
weighs the quality of the available evidence in making medical coverage decisions.

(2) Scientific evidence.
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)

“Scientific evidence” includes reports and studies published in peer-reviewed
scientific and clinical literature. The director or the director’s designee will consider
the nature and quality of the study, its methodology and rigorousness of design, as
well as the quality of the journal in which the study was published.

o For treatment services, studies addressing safety, efficacy, and
effectiveness of the treatment or procedure for its intended use will be
considered.

e For diagnostic devices or procedures, studies addressing safety, technical
capacity, accuracy or utility of the device or procedure for its intended use
will be considered.

The greatest weight will be given to the most rigorously designed studies and on
those well-designed studies that are reproducible. The strength of the design will
depend on such scientifically accepted methodological principles as
randomization, blinding, appropriateness of outcomes, spectrum of cases and
controls, appropriate power to detect differences, magnitude and significance of
effect. Additional consideration will be given to those studies that focus on
sustained health and functional outcomes of workers with occupational conditions
rather than unsustained clinical improvements.

National and community-based opinion.

(@)

“National opinion” includes, but is not limited to, syntheses of clinical issues that
may take the form of published reports in the scientific literature, national
consensus documents, formalized documents addressing standards of practice,
practice parameters from professional societies or commissions, and technology
assessments produced by independent evidence-based practice centers.

The director or the director’s designee will consider the nature and quality of the
process used to reach consensus or produce the synthesis of expert opinion. This
consideration will include, but may not be limited to, the qualifications of
participants, potential biases of sponsoring organizations, the inclusion of graded
scientific information in the deliberations, the explicit nature of the document, and
the processes used for broader review.

“Community-based opinion” refers to advice and recommendations of formal
committees made up of clinical providers within the state of Washington. As
appropriate to the subject matter, this may include recommendations from the
department’s formal advisory committees:

e The industrial insurance and rehabilitation committee of the Washington
State Medical Association, which includes a representative from the
Washington Osteopathic Medical Association;

e The chiropractic advisory committee.

“Informal syntheses of provider opinion” includes, but is not limited to, professional
opinion surveys.

Experience of the department and other entities.

The director or director’s designee may consider data from a variety of sources
including the department, other state agencies, federal agencies and other insurers
regarding studies, experience and practice with past coverage. Examples of these
include, but are not limited to, formal outcome studies, cost-benefit analyses, and
adverse event, morbidity or mortality data.

Regulatory status.
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The director or director’s designee will consider related licensing and approval
processes of other state and federal regulatory agencies. This includes, but is not
limited to:

e The federal food and drug administration’s (FDA) regulation of drugs and medical
devices (21 U.S.C. 301 et seq. and 21 CFR Chapter 1, Subchapters C, D, & H
consistent with the purposes of this chapter, and as now or hereafter amended);
and

e The Washington state department of health’s regulation of scope of practice and
standards of practice for licensed health care professionals regulated under Title
18 RCW.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-037, § 296-20-02704, filed 12/7/99, effective 1/8/00.]

WAC 296-20-02705 What are treatment and diagnostic guidelines

(1)

and how are they related to medical coverage
decisions?

Treatment and diagnostic guidelines are recommendations for the diagnosis or
treatment of accepted conditions. These guidelines are intended to guide providers
through the range of the many treatment or diagnostic options available for a particular
medical condition. Treatment and diagnostic guidelines are a combination of the best
available scientific evidence and a consensus of expert opinion.

The department may develop treatment or diagnostic guidelines to improve outcomes
for workers receiving covered health services. As appropriate to the subject matter,
the department may develop these guidelines in collaboration with the department’s
formal advisory committees:

e The industrial insurance and rehabilitation committee of the Washington State
Medical Association, which includes a representative from the Washington
Osteopathic Medical Association;

e The chiropractic advisory committee.

In the process of implementing these guidelines, the department may find it necessary
to make a formal medical coverage decision on one or more of the treatment or
diagnostic options. The department, not the advisory committees, is responsible for
implementing treatment guidelines and for making coverage decisions that result from
such implementation.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-037, § 296-20-02705, filed 12/7/99, effective 1/8/00.]

WAC 296-20-02850 When may the department cover controversial,

(1)

obsolete, investigational or experimental
treatment?

The department or self-insurer will not authorize nor pay for treatment measures of a
controversial, obsolete, investigational or experimental nature. (See WAC 296-20-
03002.) Under certain conditions, the director or the director’s designee may determine
that such treatment is appropriate. In making such a decision, the director or director’s
designee will consider factors including, but not limited to, the following:

(a) Scientific studies investigating the safety and efficacy of the treatment are

incomplete, or if completed, have conflicting conclusions, and:
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e Preliminary data indicate the treatment or diagnostic procedure or device
has improved net health and functional outcomes; and

¢ No alternative treatment or diagnostic is available; or
(b)  The treatment or diagnostic procedure or device is prescribed as part of:

e A controlled, clinical trial that has been reviewed and approved by an
institutional review board that was established in accordance with the
federal Department of Health and Human Services (DHHS) regulations (45
CFR Part 46 consistent with the purposes of this chapter, and as now or
hereafter amended); and

e For medical devices not yet cleared for marketing, the clinical evaluation
has an approved investigational device exemption (IDE) in accordance with
the federal Food and Drug Administration (FDA) regulations (21 CFR Parts
50, 56, and 812 consistent with the purposes of this chapter, and as now or
hereafter amended); and

e For drugs not yet cleared for marketing, the clinical evaluation has been
approved in accordance with the federal Food and Drug Administration
(FDA) regulations (21 CFR Part 312 consistent with the purposes of this
chapter, and as now or hereafter amended); or

(c) The usually indicated procedure or diagnostic test would likely be harmful for the
patient because of other unrelated conditions.

The health care provider must submit a written request and obtain approval from the
department or self-insurer, prior to using a controversial, obsolete, investigational, or
experimental treatment. The written requests must contain a description of the

treatment, the reason for the request, potential risks and expected benefits, length of

care and estimated cost of treatment.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-037, § 296-20-02850, filed 12/7/99, effective 1/8/00.]

WAC 296-20-030 Treatment not requiring authorization for

(1)

accepted conditions

A maximum of twenty office calls for the treatment of the industrial condition, during the
first sixty days, following injury. Subsequent office calls must be authorized. Reports
of treatment rendered must be filed at sixty day intervals to include number of office
visits to date. See chapter 296-20 WAC and department policies for report
requirements and further information.

Initial diagnostic x-rays necessary for evaluation and treatment of the industrial injury or
condition. See WAC 296-20-121 for further information.

The first twelve physical therapy treatments as provided by chapters 296-21, 296-23,
and 296-23A WAC, upon consultation by the attending doctor or under his direct
supervision. Additional physical therapy treatment must be authorized and the request
substantiated by evidence of improvement. In no case will the department or self-
insurer pay for inpatient hospitalization of a claimant to receive physical therapy
treatment only. USE OF DIAPULSE, THERMATIC (standard model only), SPECTROWAVE
AND SUPERPULSE MACHINES AND IONTOPHORESIS IS NOT AUTHORIZED FOR WORKERS
ENTITLED TO BENEFITS UNDER THE INDUSTRIAL INSURANCE ACT.

Routine laboratory studies reasonably necessary for diagnosis and/or treatment of the
industrial condition. Other special laboratory studies require authorization.

296-20 WAC 22 7-1-02



(5) Routine standard treatment measures rendered on an emergency basis or in
connection with minor injuries not otherwise requiring authorization.

(6) Consultation with specialist when indicated. See WAC 296-20-051 for consultation
guidelines.

(7) Diagnostic or therapeutic nerve blocks. See WAC 296-20-03001 for restrictions.
(8) Intra-articular injections. See WAC 296-20-03001 for restrictions.
(9) Myelogram if prior to emergency surgery.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-030, filed 12/7/99, effective 1/20/00. Statutory Authority:
RCW 51.04.020, 51.04.030 and 1993 c 159. 93-16-072, § 296-20-030, filed 8/1/93, effective 9/1/93. Statutory Authority: RCW
51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-030, filed 2/28/86, effective 4/1/86. Statutory Authority: RCW
51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-030, filed 11/30/81, effective 1/1/82; 81-01-100
(Order 80-29), § 296-20-030, filed 12/23/80, effective 3/1/81; Order 76-34, § 296-20-030, filed 11/24/76, effective 1/1/77; Order 75-
39, § 296-20-030, filed 11/28/75, effective 1/1/76; Order 74-7, § 296-20-030, filed 1/30/74; Order 71-6, § 296-20-030, filed 6/1/71;
Order 70-12, § 296-20-030, filed 12/1/70, effective 1/1/71; Order 68-7, § 296-20-030, filed 11/27/68, effective 1/1/69.]

WAC 296-20-03001 Treatment requiring authorization

Certain treatment procedures require authorization by the department or self-insurer.
Requests for authorization must include a statement of: The condition(s) diagnosed; ICD-9-
CM codes; their relationship, if any, to the industrial injury/exposure; an outline of the proposed
treatment program, its length and components, procedure codes, and expected prognosis; and
an estimate of when treatment would be concluded and condition stable.

(1) Office calls in excess of the first twenty visits or sixty days whichever occurs
first.

(2) The department may designate those inpatient hospital admissions that require
prior authorization.

(3) X-ray and radium therapy.

(4) Diagnostic studies other than routine x-ray and blood or urinalysis laboratory
studies.

(5) Myelogram and discogram in nonemergent cases.

(6) Physical therapy treatment beyond initial twelve treatments as outlined in
chapters 296-21, 296-23, and 296-23A WAC.

(7) Diagnostic or therapeutic injection. Epidural or caudal injection of substances
other than anesthetic or contrast solution will be authorized under the following
conditions only:

(a) When the worker has experienced acute low back pain or acute
exacerbation of chronic low back pain of no more than six months
duration.

(b) The worker will receive no more than three injections in an initial thirty-
day treatment period, followed by a thirty-day evaluation period. If
significant pain relief is demonstrated one additional series of three
injections will be authorized. No more than six injections will be
authorized per acute episode.

(8) Home nursing, attendant services or convalescent center care must be authorized per
provisions outlined in WAC 296-20-091 or 296-20-303.

(9) Provision of prosthetics, orthotics, surgical appliances, special equipment for home or
transportation vehicle; custom made shoes for ankle/foot injuries resulting in
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(10)

(11)

(12)

(13)

(14)

(15)

permanent deformity or malfunction of a foot; TNS units; masking devices; hearing
aids; etc., must be authorized in advance as per WAC 296-20-1101 and 296-20-1102.

Biofeedback program; pain clinic; weight loss program; psychotherapy; rehabilitation
programs; and other programs designed to treat special problems must be authorized
in advance. Refer to the department's medical aid rules and fee schedules for details.

Prescription or injection of vitamins for specific therapeutic treatment of the industrial
condition(s) when the attending doctor can demonstrate that published clinical studies
indicate vitamin therapy is the treatment of choice for the condition. Authorization for
this treatment will require presentation of facts to and review by department medical
consultant.

Injections of anesthetic and/or anti-inflammatory agents into the vertebral facet joints
will be authorized to qualified specialists in orthopedics, neurology, and anesthesia, or
other physicians who can demonstrate expertise in the procedure, AND who can
provide certification their hospital privileges include the procedure requested under the
following conditions:

(a) Rationale for procedure, treatment plan, and request for authorization must be
presented in writing to the department or self-insurer.

(b) Procedure must be performed in an accredited hospital under radiographic
control.

(c) Not more than four facet injection procedures will be authorized in any one
patient.

The long term prescription of medication under the specific conditions and
circumstances in (a) and (b) are considered corrective therapy rather than palliative
treatment and approval in advance must be obtained.

(a) Nonsteroidal anti-inflammatory agents for the treatment of degenerative joint
conditions aggravated by occupational injury.

(b) Anticonvulsive agents for the treatment of seizure disorders caused by trauma.

Intra-muscular and trigger point injections of steroids and other nonscheduled
medications are limited to three injections per patient. The attending doctor must
submit justification for an additional three injections if indicated with a maximum of six
injections to be authorized for any one patient.

The department may designate those diagnostic and surgical procedures which can be
performed in other than a hospital inpatient setting. Where a worker has a medical
condition which necessitates a hospital admission, prior approval of the department or
self-insurer must be obtained.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.060, 51.32.072, and 7.68.070. 01-18-041, § 296-20-03001, filed 8/29/01,
effective 10/1/01. Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-03001, filed 8/1/93,
effective 9/1/93. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-03001, filed 2/2/90, effective
3/5/90; 86-20-074 (Order 86-36), § 296-20-03001, filed 10/1/86, effective 11/1/86; 86-06-032 (Order 86-19), § 296-20-03001, filed
2/28/86, effective 4/1/86; 83-16-066 (Order 83-23), § 296-20-03001, filed 8/2/83. Statutory Authority: RCW 51.04.020(4),
51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-03001, filed 11/30/81, effective 1/1/82; 81-01-100 (Order 80-29),
§ 296-20-03001, filed 12/23/80, effective 3/1/81. Statutory Authority: RCW 51.04.030 and 51.16.035. 79-12-086 (Order 79-18), §
296-20-03001, filed 11/30/79, effective 1/1/80; Order 76-34, § 296-20-03001, filed 11/24/76, effective 1/1/77.]

WAC 296-20-03002 Treatment not authorized

The department or self-insurer will not allow nor pay for following treatment:

(1)

Use of diapulse, thermatic (standard model only), spectrowave and superpulse
machines on workers entitled to benefits under the Industrial Insurance Act.
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(2) lontophoresis; prolotherapy; acupuncture; injections of colchicine; injections of fibrosing
or sclerosing agents; and injections of substances other than anesthetic or contrast into
the subarachnoid space (intrathecal injections).

(3) Treatment to improve or maintain general health (i.e., prescriptions and/or injection of
vitamins or referrals to special programs such as health spas, swim programs, exercise
programs, athletic-fitness clubs, diet programs, social counseling).

(4) Continued treatment beyond stabilization of the industrial condition(s), i.e.,
maintenance care, except where necessary to monitor prescription of medication
necessary to maintain stabilization i.e., anti-convulsive, anti-spasmodic, etc.

(5) After consultation and advice to the department or self-insurer, any treatment measure
deemed to be dangerous or inappropriate for the injured worker in question.

(6) Treatment measures of an unusual, controversial, obsolete, or experimental nature
(see WAC 296-20-045). Under certain conditions, treatment in this category may be
approved by the department or self-insurer. Approval must be obtained prior to
treatment. Requests must contain a description of the treatment, reason for the
request with benefits and results expected.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-03002, filed 2/28/86, effective 4/1/86;

83-16-066 (Order 83-23), § 296-20-03002, filed 8/2/83. Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3).

81-24-041 (Order 81-28), § 296-20-03002, filed 11/30/81, effective 1/1/82; 81-01-100 (Order 80-29), § 296-20-03002, filed
12/23/80, effective 3/1/81; Order 76-34, § 296-20-03002, filed 11/24/76, effective 1/1/77.]

WAC 296-20-03003 Drugs and medication
Repealed and replaced with WACS 296-20-03010 through WACS 296-20-03024.

WAC 296-20-03004 Chemonucleolysis

Chymopapain injections may be authorized in the treatment of lumbar disc disease under the
following limitations and criteria:
(1) Only physicians
(@) who routinely care for patients with herniated lumbar intervertebral discs,
(b)  who are qualified by training and experience to diagnose lumbar disc disease and
to perform laminectomy, discectomy or other spinal procedures, (c) who have
received specialized training in chemonucleolysis, may administer the procedure

for industrial injured workers covered under state industrial insurance fund or self-
insurance.

(2) Preadministration work-up shall include but is not limited to (a) a concurring opinion from
a physician familiar with the procedure and qualified by training and experience to
diagnose and treat lumbar disc disease, (b) diagnostic studies indicative of level of disc
herniation i.e., myelogram, a high resolution CT scan, discogram, etc., (c) other
diagnostic studies including sedimentation rate (anaphylaxis has occurred primarily in
females with sedimentation rates in excess of 20 mm per hour) as indicated for the
individual patient.

(3) Procedure will be authorized (a) one time only in the treatment life of any given patient,
(b) maximum of two levels per patient (Generally only one level will be authorized.
Indications for a second level are infrequent. However, authorization may be granted if
diagnostic studies and/or concurring opinion so indicates.), (c) only for patients who
have had no previous lumbar surgery at that level.

(4) Procedure must be carried out in hospital setting under radiographic or fluoroscopic
control, with a permanent x-ray record maintained.
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(5) Prior authorization from the department or the self-insurer must be obtained
before procedure is scheduled.

(6) These rules were formulated based upon the recommendations of the Federal Food
and Drug Administration, the drug manufacturer, and the industrial insurance
committee of the Washington state medical association.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 83-16-066 (Order 83-23), § 296-20-03004, filed 8/2/83.]

WAC 296-20-03005 Inoculation or immunological treatment for

exposure to infectious occupational disease
Authorization for inoculation or other immunological treatment for occupational disease shall
be given only in cases in which a work related activity has resulted in probable exposure of the
worker to a potential infectious occupational disease. In no case shall such inoculation or
immunological treatment be authorized until such time as a work related activity has resulted
in such probable exposure. Inoculation or other treatment required as a condition for
employment or otherwise obtained prior to the worker’s performing a work related activity
resulting in probable exposure to an occupational disease shall not be authorized. For
purposes of this section, probable exposure is an incident which gives rise to a clear and
immediate likelihood of contracting an occupational disease process.

[Statutory Authority: RCW 51.04.020(4), 51.04.030 and 51.36.010. 86-18-025 (Order 86-34), § 296-20-03005, filed 8/27/86,
effective 11/1/86.]

WAC 296-20-03010 What are the general principles the department
uses to etermine coverage on drugs and

medications?
The department or self-insurer pays for drugs that are deemed proper and necessary to treat
the industrial injury or occupational disease accepted under the claim. In general, the
department will consider coverage for all FDA approved drugs for stated indications. The
department or self-insurer may pay for prescriptions for off label indications when used within
current medical standards and prescribed in compliance with published contraindications,
precautions and warnings.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03010, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03011 What general limitations are in place for
medications?

(1) Amount dispensed. The department or self-insurer will pay for no more than a thirty-
day supply of a medication dispensed at any one time.

(2) Over-the-counter drugs. Prescriptions for over-the-counter items may be paid.
Special compounding fees for over-the-counter items are not payable.

(3) Generic drugs. Prescriptions are to be written for generic drugs unless the attending
physician specifically indicates that substitution is not permitted. For example: The
patient cannot tolerate substitution. Pharmacists are instructed to fill with generic
drugs unless the attending physician specifically indicates substitution is not permitted.

(4) Prescriptions for unrelated medical conditions. The department or self-insurer may
consider temporary coverage of prescriptions for conditions not related to the industrial
injury when such conditions are retarding recovery. Any treatment for such conditions
must have prior authorization per WAC 296-20-055.

(5) Pension cases. Once the worker is placed on a pension, the department or self-insurer
may pay for only those drugs and medications authorized for continued medical
treatment for conditions previously accepted by the department. Authorization for
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continued medical and surgical treatment is at the sole discretion of the supervisor of
industrial insurance and must be authorized before the treatment is rendered. In such
pension cases, the department or self-insurer cannot pay for scheduled drugs used to

treat continuing pain resulting from an industrial injury or occupational disease.
[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03011, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03012 Where can | find the department’s outpatient
drug and medication coverage decisions?
The department’s outpatient drug and medication coverage decisions are contained in the

department’s formulary, as developed by the department in collaboration with the Washington
State Medical Association’s Industrial Insurance and Rehabilitation Committee.

In the formulary, drugs are listed in the following categories:
e Allowed

Drugs used routinely for treating accepted industrial injuries and occupational ilinesses.

Example: Nonscheduled drugs and other medications during the acute phase of treatment
for the industrial injury or condition.

e Prior authorization required
Drugs used routinely to treat conditions not normally accepted as work related injuries,

drugs which are used to treat unrelated conditions retarding recovery from the accepted
condition on the claim, and drugs for which less expensive alternatives exist.

Example: All drugs to treat hypertension because hypertension is not normally an
accepted industrial condition.

e Denied
Drugs not normally used for treating industrial injuries or not normally dispensed by
outpatient pharmacies.
Example: Most hormones, most nutritional supplements.
[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03012, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03013 Will the department or self-insurer pay for a
denied outpatient drug in special

circumstances?
Some of the drugs that are routinely denied may be covered in special circumstances.
Requests for coverage under special circumstances require authorization prior to treatment.
Examples of drugs that may be covered in special circumstances include:

° Drugs and medications to treat unrelated conditions when retarding recovery;

. Special treatments for unique catastrophic injuries.
The department may require written documentation to support the request.
[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03013, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03014 Which drugs have specific limitations?

(1) Injectables. Prescriptions for injectable opioids or other analgesics, sedatives,
antihistamines, tranquilizers, psychotropics, vitamins, minerals, food supplements, and
hormones are not covered.
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Exceptions: The department or self-insurer covers injectable medications under the following
circumstances.

(a) Indicated injectable drugs for the following:
. Inpatients; or
o During emergency treatment of a life-threatening condition/injury; or
. During outpatient treatment of severe soft tissue injuries, burns or

fractures when needed for dressing or cast changes; or

° During the perioperative period and the postoperative period, not to
exceed forty-eight hours from the time of discharge.

(b) Prescriptions of injectable insulin, heparin, anti-migraine medications, or
impotency treatment, when proper and necessary.

(2) Noninjectable scheduled drugs administered by other than the oral route. Nonoral
routes of administration of scheduled drugs that result in systemic availability of the drug
equivalent to injectable routes will also not be covered.

(3) Sedative-hypnotics. During the chronic stage of an industrial injury or occupational
disease, payment for scheduled sedatives and hypnotics will not be authorized.

(4) Benzodiazepines. Payment for prescriptions for benzodiazepines are limited to the following
types of patients:

° Hospitalized patients;

. Claimants with an accepted psychiatric disorder for which benzodiazepines are
indicated;

. Claimants with an unrelated psychiatric disorder that is retarding recovery but

which the department or self-insurer has temporarily authorized treatment (see
WAC 296-20-055) and for which benzodiazepines are indicated; and

. Other outpatients for not more than thirty days for the life of the claim.

(5) Cancer. When cancer or any other end-stage disease is an accepted condition, the
department or self-insurer may authorize payment for any indicated scheduled drug and
by any indicated route of administration.

(6) Spinal cord injuries. When a spinal cord injury is an accepted condition, the
department or self-insurer may authorize payment for anti-spasticity medications by any
indicated route of administration (e.g., some benzodiazepines, Baclofen). Prior
authorization is required.

Note: See the department formulary for specific limitations and prior authorization requirements of other
drugs.
[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03014, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03015 What steps may the department or self-insurer
take when concerned about the amount or
appropriateness of drugs and medications
prescribed to the injured worker?

(1) The department or self-insurer may take any or all of the following steps when
concerned about the amount or appropriateness of drugs the patient is receiving:

296-20 WAC 28 7-1-02



o Notify the attending physician of concerns regarding the medications such as
drug interactions, adverse reactions, prescriptions by other providers;

° Require that the attending physician send a treatment plan addressing the drug
concerns;
° Request a consultation from an appropriate specialist;
° Request that the attending physician consider reducing the prescription, and
provide information on chemical dependency programs;
. Limit payment for drugs on a claim to one prescribing doctor.
(2) If the attending physician or worker does not comply with these requests, or if the

probability of imminent harm to the worker is high, the department or self-insurer may
discontinue payment for the drug after adequate prior notification has been given to the
worker, pharmacy and physician.

(3) Physician failure to reduce or terminate prescription of controlled substances, habit
forming or addicting medications, or dependency inducing medications, after
department or self-insurer request to do so for an injured worker may result in a
transfer of the worker to another physician of the worker’s choice. (See WAC 296-20-
065.)

(4) Other corrective actions may be taken in accordance with WAC 296-20-015, Who may
treat.
[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03015, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03016 Is detoxification and/or chemical dependency

treatment covered?
The department or self-insurer may pay for detoxification and/or chemical dependency
treatment in the following circumstances:

° The injured worker becomes dependent or toxic on medication prescribed for an
accepted condition on the claim; or

° The injured worker becomes dependent or toxic due to medications prescribed for a
condition retarding recovery of the accepted condition on the claim; or

o The injured worker is dependent or toxic due to medications for an unrelated condition,
but that dependency or toxicity is retarding recovery of the accepted condition.
[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03016, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03017 What information is needed for prescriptions

and the physician’s record?
Prescriptions must include the department authorized provider number for the prescribing
physician and the physician’s signature. The physician’s record must contain the name and
reason for the medication, the dosage, quantity prescribed and/or dispensed, the route of

administration, the frequency, the starting and stopping dates, the expected outcome of treatment,

and any adverse effects that occur. Please refer to WAC 296-20-03021 and 296-20-03022 for
additional documentation requirements when treating chronic, noncancer pain.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03017, filed 12/7/99, effective 1/20/00.]
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WAC 296-20-03018 What inpatient drugs are covered?

In general, the department or self-insured employer pays for most drugs in an inpatient hospital
setting. Please see WAC 296-20-075, Hospitalization.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03018, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03019 Under what conditions will the department or
self-insurer pay for oral opioid treatment for
chronic, noncancer pain?

Chronic, noncancer pain may develop after an acute injury episode. It is defined as pain that
typically persists beyond two to four months following the injury.

The department or self-insurer may pay for oral opioids for the treatment of chronic, noncancer
pain caused by an accepted condition when that treatment is proper and necessary. See
WAC 296-20-01002 for the definition of “proper and necessary” health care services.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03019, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03020 What are the authorization requirements for
treatment of chronic, noncancer pain with
opioids?

No later than thirty days after the attending physician begins treating the worker with opioids for

chronic, noncancer pain, the attending physician must submit a written report to the department

or self-insurer in order for the department or self-insurer to pay for such treatment. The written
report must include the following:

. A treatment plan with time-limited goals;
. A consideration of relevant prior medical history;
. A summary of conservative care rendered to the worker that focused on reactivation

and return to work;

. A statement on why prior or alternative conservative measures may have failed or are
not appropriate as sole treatment;

o A summary of any consultations that have been obtained, particularly those that have
addressed factors that may be barriers to recovery;

. A statement that the attending physician has conducted appropriate screening for
factors that may significantly increase the risk of abuse or adverse outcomes (e.g., a
history of alcohol or other substance abuse); and

° An opioid treatment agreement that has been signed by the worker and the attending
physician. This agreement must be renewed every six months. The treatment
agreement must outline the risks and benefits of opioid use, the conditions under which
opioids will be prescribed, the physician’s need to document overall improvement in
pain and function, and the worker’s responsibilities.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03020, filed 12/7/99, effective 1/20/00.]
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WAC 296-20-03021 What documentation is required to be submitted
for continued coverage of opioids to treat
chronic, noncancer pain?

In addition to the general documentation required by the department or self-insurer, the

attending physician must submit the following information at least every sixty days when
treating with opioids:

) Documentation of drug screenings, consultations, and all other treatment trials;

° Documentation of outcomes and responses, including pain intensity and
functional levels; and

o Any modifications to the treatment plan.

The physician must use a form developed by the department, or a substantially equivalent
form, to document the patient’s improvement in pain intensity and functional levels. This form
may be included as part of a sixty-day report.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03021, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03022 How long will the department or self-insurer
continue to pay for opioids to treat chronic,
noncancer pain?

The department or self-insurer will continue to pay for treatment with opioids so long as the
physician documents:

. Substantial reduction of the patient’s pain intensity; and

. Continuing substantial improvement in the patient’s function.

Once the worker’'s condition has reached maximum medical improvement, further treatment
with opioids is not payable. Opioid treatment for chronic, noncancer pain past the first three
months of such treatment without documentation of substantial improvement is presumed to
be not proper and necessary.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03022, filed 12/7/99, effective 1/20/00.]

WAC 296-20-03023 When may the department or self-insurer deny
payment of opioid medications used to treat

chronic, noncancer pain?
Payment for opioid medications may be denied in any of the following circumstances:

. Absent or inadequate documentation;
. Noncompliance with the treatment plan;
. Pain and functional status have not substantially improved after three months of

opioid treatment; or

. Evidence of misuse or abuse of the opioid medication or other drugs, or
noncompliance with the attending physician’s request for a drug screen.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03023, filed 12/7/99, effective 1/20/00.]
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WAC 296-20-03024 Will the department or self-insurer pay for
nonopioid medications for the treatment of
chronic, noncancer pain?

The department or self-insurer may pay for nonopioid medication for the treatment of chronic,
noncancer pain when it is proper and necessary.

For example, some drugs such as anti-convulsants, anti-depressants, and others have been
demonstrated to be useful in the treatment of chronic pain and may be approved when proper
and necessary.

[Statutory Authority: RCW 51.04.020 and 51.04.030. 00-01-040, § 296-20-03024, filed 12/7/99, effective 1/20/00.]

WAC 296-20-035 Treatment in cases that remain open beyond
sixty days
Conditions requiring treatment beyond sixty days are indicative of a major industrial condition
or complication by other conditions. Except in cases of severe and extensive injuries, i.e.,
quadriplegia, paraplegia, multiple fractures, etc., when the worker requires treatment beyond
sixty days following injury, a complete examination is necessary to determine and/or establish
need for continued treatment and/or payment of time loss compensation. This may be
accomplished either by the attending doctor or a consultation exam. In either case, a detailed
exam report must be provided to the department or self-insurer. Refer to chapter 296-20 WAC
(including the definition section) and department policy for the type of information that must be
included in these reports.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-035, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4) and 51.040.030 [51.04.030]. 87-08-004 (Order 87-09), § 296-20-035, filed 3/20/87.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-035, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-035, filed 11/30/81,

effective 1/1/82; 81-01-100 (Order 80-29), § 296-20-035, filed 12/23/80, effective 3/1/81; Order 71-6, § 296-20-035, filed 6/1/71;
Order 70-12, § 296-20-035, filed 12/1/70, effective 1/1/71; Order 68-7, § 296-20-035, filed 11/27/68, effective 1/1/69.]

WAC 296-20-045 Consultation requirements

In the event of complication, controversy, or dispute over the treatment aspects of any claim,
the department or self-insurer will not authorize treatment until the attending doctor has
arranged a consultation with a qualified doctor with experience and expertise on the subject,
and the department or self-insurer has received notification of the findings and
recommendations of the consultant.

This consultation must be arranged in accordance with WAC 296-20-051.
Consultations are also required in the following situations:

(1) All nonemergent major surgery on a patient with serious medical, emotional or social
problems which are likely to complicate recovery.

(2) All procedures of a controversial nature or type not in common use for the specific
condition.

(3) Surgical cases where there are complications or unfavorable circumstances such as
age, preexisting conditions or interference with occupational requirements, etc.

(4) If the attending doctor, the department, self-insurer, or authorized department
representative requests a consultation.

(5) Conservative care, (e.g., nonsurgical cases) extending past one hundred twenty days
following initial visit. Such consultation may be with a chiropractic or a medical or
osteopathic consultant.
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[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-045, filed 2/2/90, effective 3/5/90. Statutory
Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-045, filed 12/23/80, effective
3/1/81. Statutory Authority: RCW 51.04.030 and 51.16.035. 79-12-086 (Order 79-18), § 296-20-045, filed 11/30/79, effective
1/1/80; Order 71-6, § 296-20-045, filed 6/1/71; Order 70-12, § 296-20-045, filed 12/1/70, effective 1/1/71; Order 68-7, § 296-20-
045, filed 11/27/68, effective 1/1/69.]

WAC 296-20-051 Consultations

In cases presenting diagnostic or therapeutic problems to the attending doctor, consultation
with a specialist will be allowed without prior authorization. The consultant must submit his
findings and recommendations immediately to the attending doctor and the department or self-
insurer. Refer to chapter 296-20 WAC and department policy for reporting requirements.

Whenever possible, the referring doctor should make his x-rays and records available to the
consultant to avoid unnecessary duplication. The department’s consultation referral form may
be used to convey information to the consultant. Consultants may proceed with indicated and
reasonable x-rays or laboratory work and reasonable diagnostic studies as permitted within
their scope of practice.

Consultations will be held with a specialist within a reasonable geographic area. Whenever
possible, consultation should be made with a doctor outside the referring doctor’s office or
partnership.

The attending doctor will not arrange a consultation if he has received notification that a
special or commission examination is being arranged by the department or self-insurer. If he
has had recent consultation and is notified that the department or self-insurer is arranging an
examination, he must immediately advise the department or self-insurer of the consultation.

The consultation fee will be paid only if a consultation report is complete and contains all
pathological findings as well as all pertinent negative or normal findings. The report must be
received in the department within fifteen days from the date of the consultation. No fee is paid
to the consultant if the worker fails the appointment.

The consultant may not order, prescribe, or provide treatment without the approval of the
attending doctor and the injured worker. No transfer will be made to the consultant without the
prior approval of the attending doctor and the injured worker.

Consultation services will not be reimbursed for workers who are currently, or have been under
the physician’s care within the last three years. Such services should be billed as follow up visits,
as listed in the fee schedules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-051, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-051, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-051, filed 12/23/80,

effective 3/1/81; Order 71-6, § 296-20-051, filed 6/1/71; Order 70-12, § 296-20-051, filed 12/1/70, effective 1/1/71. Formerly WAC
296-20-070.]

WAC 296-20-055 Limitation of treatment and temporary treatment
of unrelated conditions when retarding recovery

Conditions preexisting the injury or occupational disease are not the responsibility of the

department. When an unrelated condition is being treated concurrently with the industrial

condition, the attending doctor must notify the department or self-insurer immediately and
submit the following:

(1) Diagnosis and/or nature of unrelated condition.

(2) Treatment being rendered.

(3) The effect, if any, on industrial condition.

Temporary treatment of an unrelated condition may be allowed, upon prior approval by the

department or self-insurer, provided these conditions directly retard recovery of the accepted
condition. The department or self-insurer will not approve or pay for treatment for a known
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preexisting unrelated condition for which the claimant was receiving treatment prior to his
industrial injury or occupational disease, which is not retarding recovery of his industrial
condition.

A thorough explanation of how the unrelated condition is affecting the industrial condition must
be included with the request for authorization.

The department or self-insurer will not pay for treatment of an unrelated condition when it no
longer exerts any influence upon the accepted industrial condition. When treatment of an
unrelated condition is being rendered, reports must be submitted monthly outlining the effect of
treatment on both the unrelated and the accepted industrial conditions.

The department or self-insurer will not pay for treatment for unrelated conditions unless
specifically authorized. This includes prescription of drugs and medicines.
[Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-055, filed 12/23/80,

effective 3/1/81; Order 71-6, § 296-20-055, filed 6/1/71; Order 70-12, § 296-20-055, filed 12/1/70, effective 1/1/71; Order 68-7, §
296-20-055, filed 11/27/68, effective 1/1/69.]

WAC 296-20-06101 Reporting requirements
What reports are health care providers required to submit to the insurer?

The department or self-insurer requires different kinds of information at various stages of a
claim in order to approve treatment, time loss compensation, and treatment bills. The
department or self-insurer may request the following reports at specified points in the claim.
The information provided in these reports is needed to adequately manage industrial
insurance claims.
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Due/Needed by

What Information Should Be

Report Insurer Included In the Report? Speclal Notes

Report of Immediately — within 5 | See form Only MD, DO,

Industrial Injury or | days of 1% visit. DC, ND, DPM,

Occupational If additional space is needed, please | DDS, and OD

Disease attach the information to the may sign and be
application. The claim number should | paid for

(form) be at the top of the page. completion of this

Self-Insurance:
Physician’s Initial
Report

form.

(form)
Sixty Day Every 60 days when 1) The conditions diagnosed, Providers may
(narrative) only conservative (non- including ICD-9-CM codes and submit legible
surgical) care has been the subjective complaints and comprehensive
) provided. objective findings. chart notes in lieu
Purpose: 2) The relationship of diagnoses, if | of 60 day reports
Support and any, to the industrial injury or PROVIDED the
document the need exposure. chart notes
for continued care 3) Outline of proposed treatment include all the
when conservative program, its length, components | information
(non-surgical) and expected prognosis including | required as noted
treatment is to an estimate of when treatment | in the “What
continue beyond sho:ld b(e )conglludeAd and ; ISn;orr?dagon
: condition(s) stable. An estimate ould Be
sixty (60) days return to work date and the Included?”
probability, if any, of permanent | column.
partial disability resulting from '
the industrial condition. H(iwever, oftﬁce
4) Current medications, including ggcees ;rslgion lieu
dosage and amount prescribed. of rezuested
With repeated prescriptions, .
include the plan and need for narratlve.reports
continuing medication. and protvgillcla:cs
5) If the worker has not returned to tmhzyrenoortlif c?mrart
work, indicate whether a notes F;re
vocational assessment will be . .
submitted in
necessary to evaluate the | fth
worker’s ability to return to work place ot the
and why. report.
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Report (cont.)

Due/Needed by
Insurer

What Information Should Be
Included In the Report?

Special Notes

6) If the worker has not returned to
work, a doctor’s estimate of
physical capacities should be
included.

7) Response to any specific
questions asked by the insurer or
vocational counselor.

Please see WAC
296-20-03021 and
296-20-03022 for
documentation
requirements for
those workers
receiving opioids to
treat chronic non-
cancer pain.

Providers must
include their name,
address and date on
all chart notes
submitted.

Special Reports /
Follow-up Reports

(narrative)

As soon as possible
following request by the
department/insurer.

Response to any specific questions
asked by the insurer or vocational
counselor.

“Special reports” are
payable only when
requested by the
insurer.

Consultation
Examination
Reports

(narrative)

Purpose:

Obtain an objective
evaluation of the
need for ongoing
conservative
medical
management of the
worker.

The attending
doctor may choose
the consultant.

At 120 days if only
conservative (non-
surgical) care has been
provided.

1) Detailed History

2) Comparative History between the
history provided by the attending
doctor and injured worker.

3) Detailed Physical examination

4) Condition(s) diagnosed including
ICD-9-CM codes, subjective
complaints and objective findings.

5) Outline of proposed treatment
program: its length, components,
expected prognosis including when
treatment should be concluded and
condition(s) stable.

6) Expected degree of recovery from
the industrial condition.

7) Probability of returning to regular
work or modified work and an
estimated return to work date.

8) Probability, if any, of permanent
partial disability resulting from the
industrial condition.

9) A doctor’s estimate of physical
capacities should be included if the
worker has not returned to work.

10) Reports of necessary, reasonable
x-ray and laboratory studies to
establish or confirm diagnosis when
indicated.

If the injured/ill
worker had been
seen by the
consulting doctor
within the past 3
years for the same
condition, the
consultation will be
considered a follow-
up office visit, not
consultation.

A copy of the
consultation report
must be submitted to
both the attending
doctor and the
department/

insurer.
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Report (cont.)

Due/Needed by
Insurer

What Information Should Be
Included In the Report?

Special Notes

Supplemental
Medical Report

(form)

As soon as possible
following request by the
department/insurer.

See form

Payable only to
the attending
doctor upon
request of the
department /
insurer.

Attending Doctor
Review of IME
Report

(form)

Purpose:

Obtain the attending
doctor’s opinion about
the accuracy of the
diagnoses and
information provided
based on the IME.

As soon as possible
following request by the
department/insurer.

Agreement or disagreement with
IME findings. If you disagree,
provide objective/subjective findings
to support your opinion.

Payable only to
the attending
doctor upon
request of the
department /
insurer.

Loss of Earning
Power

(form)

Purpose:

Certify the loss of
earning power is due
to the industrial
injury/occupational
disease.

As soon as possible

after receipt of the form.

See form

Payable only to
the AP.

Application to
Reopen Claim Due
to Worsening of
Condition

(form)

Purpose:

Document worsening
of the accepted
condition and need to
reopen claim for
additional treatment.

Immediately following
identification of
worsening after a claim
has been closed for 60
days.

Crime Victims:
Following identification
of worsening after a
claim has been closed
for 90 days.

See form

Only MD, DO, DC,
ND, DPM, DDS,
and OD may sign
and be paid for
completion of this
form.
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What documentation is required for initial and follow-up visits?

Legible copies of office or progress notes are required for the initial and all follow-up visits.
What documentation are ancillary providers required to submit to the
insurer?

Ancillary providers are required to submit the following documentation to the department or
self-insurer:

Provider Chart Notes Reports
Audiology X X
Biofeedback
Dietician

x

Drug & Alcohol Treatment

Free Standing Surgery

Free Standing Emergency Room

XX | XX

Head Injury Program

Home Health Care

Infusion Treatment, Professional Services

Hospitals X

Laboratories

Licensed Massage Therapy X
Medical Transportation

Nurse Case Managers

Nursing Home

Occupational Therapist

Optometrist

x| X[ X| X

Pain Clinics

Panel Examinations

x

Physical Therapist
Prosthetist/Orthotist
Radiology

x

x

Skilled Nursing Facility

XI X[ XX X X X[ X X X X XXX XXX XXX X|X]|X

Speech Therapist X

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.060. 00-01-190, § 296-20-06101, filed 12/22/99, effective 1/24/00.
Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 c 159. 93-16-072, § 296-20-06101, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-06101, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-06101, filed 11/30/81,
effective 1/1/82; 81-01-100 (Order 80-29), § 296-20-06101, filed 12/23/80, effective 3/1/81; Order 74-39, § 296-20-06101, filed
11/22/74, effective 1/1/75.]

WAC 296-20-065 Transfer of doctors

All transfers from one doctor to another must be approved by the department or self-insurer.
Normally transfers will be allowed only after the worker has been under the care of the
attending doctor for sufficient time for the doctor to: Complete necessary diagnostic studies,
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establish an appropriate treatment regimen, and evaluate the efficacy of the therapeutic
program.

Under RCW 51.36.010 the worker is entitled to free choice of treating doctor. Except as
provided under subsections (1) through (7) of this section, no reasonable request for transfer
will be denied. The worker must be advised when and why a transfer is denied.

When a transfer is approved, the new attending doctor must be provided with a copy of the
worker’s treatment record by the previous attending doctor. X-rays in the possession of the
previous attending doctor must be immediately forwarded to the new attending doctor for his
or her retention as long as the worker remains under his or her care. Copies of x-rays and
other records may be provided in lieu of originals.

The department or self-insurer reserves the right to require a worker to select another doctor
or specialist for treatment, under the following conditions:

(1) When more conveniently located doctors, qualified to provide the necessary treatment,
are available.

(2) When the attending doctor fails to cooperate in observance and compliance with the
department rules.

(3) In time loss cases where reasonable progress towards return to work is not shown.

(4) Cases requiring specialized treatment, which the attending doctor is not qualified to
render, or is outside the scope of the attending doctor’s license to practice.

(5) Where the department or self-insurer finds a transfer of doctor to be appropriate and
has requested the worker to transfer in accordance with this rule, the department or
self-insurer may select a new attending doctor if the worker unreasonably refuses or
delays in selecting another attending doctor.

(6) In cases where the attending doctor is not qualified to treat each of several accepted
conditions. This does not preclude concurrent care where indicated. See WAC 296-
20-071.

(7) No transfer will be approved to a consultant or special examiner without the approval of
the attending doctor and the worker.

Transfers will be authorized for the foregoing reasons or where the department or self-
insurer in its discretion finds that a transfer is in the best interest of returning the worker
to a productive role in society.

When a worker’s care is transferred to another doctor each doctor must submit a
separate bill to the department or self-insurer for their portion of the care. Payment will
be made at rates determined by department policy.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-065, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-065, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-065, filed 12/23/80,
effective 3/1/81; Order 77-27, § 296-20-065, filed 11/30/77, effective 1/1/78; Emergency Order 77-26, § 296-20-065, filed 12/1/77;
Emergency Order 77-16, § 296-20-065, filed 9/6/77; Order 75-39, § 296-20-065, filed 11/28/75, effective 1/1/76; Order 74-7, §

296-20-065, filed 1/30/74; Order 71-6, § 296-20-065, filed 6/1/71; Order 70-12, § 296-20-065, filed 12/1/70, effective 1/1/71; Order
68-7, § 296-20-065, filed 11/27/68, effective 1/1/69.]

WAC 296-20-071 Concurrent treatment

In some cases, treatment by more than one practitioner may be allowed. The department or
self-insurer will consider concurrent treatment when the accepted conditions resulting from the
injury involve more than one system and/or require specialty or multidisciplinary care.

When requesting consideration for concurrent treatment, the attending doctor must provide the
department or self-insurer with the following:
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The name, address, discipline, and specialty of all other practitioners assisting in the treatment
of the injured worker and an outline of their responsibility in the case and an estimate of the
length of the period of concurrent care.

When concurrent treatment is allowed, the department or self-insurer will recognize one
primary attending doctor, who will be responsible for prescribing all medications; directing the
over-all treatment program; providing copies of all reports and other data received from the
involved practitioners and, in time loss cases, providing adequate certification evidence of the
worker’s inability to work.

The department or self-insurer will approve concurrent care on a case-by-case basis.
Consideration will be given to all factors in the case including availability of providers in the
worker’s geographic location.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-071, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-071, filed 12/23/80,

effective 3/1/81; Order 75-39, § 296-20-071, filed 11/28/75, effective 1/1/76; Order 70-12, § 296-20-071, filed 12/1/70, effective
1/1/71. Formerly WAC 296-20-060.]

WAC 296-20-075 Hospitalization

(1) Hospitalization will be paid for proper and necessary medical treatment of the accepted
condition(s). The department may develop and implement utilization management
criteria which will be used to review inpatient hospital admissions. Reimbursement for
hospitalization is limited to proper and necessary care for an accepted condition.
Failure to comply with these criteria may result in delayed or reduced reimbursement to
the provider as allowed under chapter 51.48 RCW. Ward or semi-private
accommodations will be paid, unless the worker’s condition requires special care.

(2) Discharge from the hospital shall be at the earliest date possible consistent with proper
health care. If transfer to a convalescent center or nursing home is indicated, prior
arrangements should be made with the department or self-insurer. See WAC 296-20-
091 for further information. The department may designate those diagnostic and
surgical procedures which will be reimbursed only if performed in an outpatient setting.
When procedures so designated must be performed in an inpatient setting for reasons
of medical necessity, prior authorization must be obtained.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 90-04-057, § 296-20-075, filed 2/2/90, effective 3/5/90; 87-24-050 (Order

87-23), § 296-20-075, filed 11/30/87, effective 1/1/88; 86-20-074 (Order 86-36), § 296-20-075, filed 10/1/86, effective 11/1/86; 86-

06-032 (Order 86-19), § 296-20-075, filed 2/28/86, effective 4/1/86. Statutory Authority: RCW 51.04.020(4), 51.04.030, and

51.16.120(3). 81-01-100 (Order 80-29), § 296-20-075, filed 12/23/80, effective 3/1/81; Order 71-6, § 296-20-075, filed 6/1/71;
Order 70-12, § 296-20-075, filed 12/1/70, effective 1/1/71; Order 68-7, § 296-20-075, filed 11/27/68, effective 1/1/69.]

WAC 296-20-081 Unrelated concurrent nonemergent surgery

Elective surgery for an unrelated condition is not normally permitted during hospitalization for an
industrial condition. Under some circumstances unrelated elective surgery may be permitted
through prior agreement and approval by the department provided the unrelated surgery is not
more extensive than the procedure for the industrial condition. The requesting doctor must
submit a written request and identify which services are needed due to the industrial injury and
which are needed due to unrelated conditions, along with an estimate of what effect, if any, the
unrelated surgery will have on the accepted conditions and recovery time from surgery.

[Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-081, filed 12/23/80,
effective 3/1/81; Order 70-12, § 296-20-081, filed 12/1/70, effective 1/1/71. Formerly WAC 296-20-095.]
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WAC 296-20-091 Home nursing

A worker temporarily totally disabled or permanently totally disabled may either temporarily or
permanently require home nursing care. A physician's request and prior department
authorization are required for home nursing care.

Home health, hospice, and home care agency providers shall be licensed.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.060, 51.32.072, and 7.68.070. 01-18-041, § 296-20-091, filed 8/29/01,
effective 10/1/01. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 92-05-041, § 296-20-091, filed 2/13/92, effective
3/15/92. Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-091, filed
12/23/80, effective 3/1/81; Order 71-6, § 296-20-091, filed 6/1/71; Order 70-12, § 296-20-091, filed 12/1/70, effective 1/1/71.
Formerly WAC 296-20-080.]

WAC 296-20-097 Reopenings

When a claim has been closed by the department or self-insurer by written order and notice for
sixty days, submission of a formal “application to reopen claim for aggravation of condition” form
(LI 210-79) is necessary. The department or self-insurer is responsible for customary charges
for examinations, diagnostic studies, and determining whether or not time-loss is payable
regardless of the final action taken on the reopening application. Reopening applications should
be submitted immediately. When reopening is granted, the department or self-insurer can pay
time loss and treatment benefits only for a period not to exceed sixty days prior to date the
application is received by the department or self-insurer. Necessary treatment should not be
deferred pending a department or self-insurer adjudication decision. However, should
reopening be denied treatment costs become the financial responsibility of the worker.

[Statutory Authority: RCW 51.32.190 and 51.32.210. 90-22-054, § 296-20-097, filed 11/5/90, effective 12/6/90. Statutory
Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-097, filed 11/30/81, effective

1/1/82; 81-01-100 (Order 80-29), § 296-20-097, filed 12/23/80, effective 3/1/81; Order 71-6, § 296-20-097, filed 6/1/71; Order 70-
12, § 296-20-095 (codified as WAC 296-20-097), filed 12/1/70, effective 1/1/71. Formerly WAC 296-20-090.]

WAC 296-20-09701 Request for reconsideration

On occasion, a claim may be closed prematurely or in error or other adjudication action may be
taken, which may seem inappropriate to the doctor or injured worker. When this occurs the
attending doctor should submit immediately in writing his request for reconsideration of the
adjudication action, supported by an outline of:

(1) The claimant’s current condition.

(2) The treatment program being received.

(3) The prognosis of when stabilization will occur.

All requests for reconsideration must be received by the department or self-insurer within sixty
days from date of the order and notice of closure. Request for reconsideration of other

department or self-insurer orders or actions must be made in writing by either the doctor or the
injured worker within sixty days of the date of the action or order.

[Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-09701, filed 12/23/80,
effective 3/1/81.]

WAC 296-20-100 Eye glasses and refractions

The department or self-insurer will be responsible one time for replacement of glasses or
contact lenses only to the extent of the cost of restoring damaged item to its condition at the
time of the accident. This benefit applies only if the worker was wearing the glasses or contact
lens when the industrial accident occurred.
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If glasses are repairable and a worker determines that he/she prefers a replacement, the
department or self-insurer is responsible only for the cost of the repairs and the worker is
responsible for the difference between repair and replacement costs.

Refraction to replace a broken or lost lens is only payable when it is substantiated that the
prescription was not available from the broken lens or any other source. If the prescription is
available, and the patient needs a new refraction, he is responsible for the costs of such exam.

If a refractive error is the result of the industrial injury or occupational disease condition,
refraction and glasses or contact lenses will be authorized and paid by the department or self-
insurer.

When broken or lost glasses or contact lenses are the only injury or condition suffered, the
doctor’s portion of the report of accident can be completed by an optometrist or other vendor
furnishing the replacement. A report of accident must be received by the department or self-
insurer in order to adjudicate the claim.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-100, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-100, filed 12/23/80,

effective 3/1/81; Order 71-6, § 296-20-100, filed 6/1/71; Order 70-12, § 296-20-100, filed 12/1/70, effective 1/1/71; Order 68-7, §
296-20-100, filed 11/27/68, effective 1/1/69.]

WAC 296-20-110 Dental

Only dentists, oral surgeons or dental specialists licensed in the state in which they practice
are eligible to treat workers entitled to benefits under the industrial insurance law.

If only a dental injury is involved, the doctor’s portion of the report of accident must be
completed by the dentist to whom the worker first reports. See WAC 296-20-025 for further
information.

If the accident report has been submitted by another doctor, the dentist’s report should be
made by letter. In addition to the information required under WAC 296-20-025, the dentist
should outline the extent of the dental injury and the treatment program necessary to repair
damage due to the injury. Dental x-rays should be retained by the attending dentist for a
period of not less than ten years. The department or self-insurer does not require submission
of the actual films except upon specific request.

The department or self-insurer is responsible only for repair or replacement of teeth injured or
dentures broken as a result of an industrial accident. Any dental work needed due to
underlying conditions unrelated to the industrial injury is the responsibility of the worker. It is
the responsibility of the dentist to advise the worker accordingly.

In cases presenting complication, controversy, or diagnostic or therapeutic problems,
consultation by another dentist may be requested to support authorization for restorative
repairs.

Bills covering the cost of dentures should be submitted for the denture only and should not
include the cost for subsequent relining. If relining becomes necessary, authorization for
relining must be obtained in advance from the department or self-insurer.

Bills must be submitted to the department or self-insurer within one year from the date the
service is rendered. Bills must itemize the service rendered, including the current HCPCS
Level Il codes, the materials used and the injured tooth number(s). See WAC 296-20-125 and
department policy for further billing rules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 94 -14-044, § 296-20-110, filed 6/29/94, effective 7/30/94; 93-
16-072, § 296-20-110, filed 8/1/93, effective 9/1/93. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-
19), § 296-20-110, filed 2/28/86, effective 4/1/86. Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-

100 (Order 80-29), § 296-20-110, filed 12/23/80, effective 3/1/81; Order 70-12, § 296-20-110, filed 12/1/70, effective 1/1/71; Order
68-7, § 296-20-110, filed 11/27/68, effective 1/1/69.]
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WAC 296-20-1101 Hearing aids and masking devices

The department or self-insurer is responsible for replacement or repair of hearing aids
damaged or lost due to an industrial accident only to the extent of restoring the damaged item
to its condition at time of the accident. If the hearing aid is repairable and the worker
determines he prefers replacement, the department or self-insurer is responsible only to the
extent of the cost to repair the original and the worker is responsible for the difference between
repair and replacement costs.

When the department or self-insurer has accepted a hearing loss condition either as a result of
industrial injury or occupational exposure, the department or self-insurer will furnish a hearing
aid (hearing aids when bilateral loss is present) when prescribed or recommended by a
physician.

The department or self-insurer will bear the cost of repairs or replacement due to normal wear
and the cost of battery replacement for the life of the hearing aid.

In cases of accepted tinnitus, the department or self-insurer may provide masking devices
under the same provisions as outlined for hearing aids due to hearing loss.

Provision of masking devices and hearing aids require prior authorization.

[Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-1101, filed 12/23/80,
effective 3/1/81.]

WAC 296-20-1102 Special equipment rental and purchase
prosthetic and orthotics equipment

The department or self-insurer will authorize and pay rental fee for equipment or devices if the
need for the equipment will be for a short period of treatment during the acute phase of condition.
Rental extending beyond sixty days requires prior authorization. If the equipment will be needed
on long term basis, the department or self-insurer will consider purchase of the equipment or
device. The department’s or self-insurer’s decision to rent or purchase an item of medical
equipment will be based on a comparison of the projected rental costs of the item with its purchase
price. An authorized representative of the department or self-insurer will decide whether to rent or
purchase certain items, provided they are appropriate and medically necessary for treatment of the
worker’s accepted industrial condition. Decisions to rent or purchase items will be based on the
following information:

(1) Purchase price of the item.
(2) Monthly rental fee.
(3) The prescribing doctor’s estimate of how long the item will be needed.

The prescribing doctor must obtain prior authorization from the department or self-insurer, for
rental or purchase of special equipment or devices. Also, all equipment (rentals and purchases),
prosthetics, and orthotics must be billed using the appropriate codes, and billing forms, as
determined by the medical aid rules and fee schedules.

The department or self-insurer will authorize and pay for prosthetics and orthotics as needed
by the worker and substantiated by attending doctor. If such items are furnished by the
attending doctor, the department or self-insurer will reimburse the doctor his cost for the item.
See chapter 296-20 WAC (including WAC 296-20-124) and the fee schedules for information
regarding replacement of such items on closed claims.

The department or self-insurer will repair or replace originally provided damaged, broken, or worn-
out prosthetics, orthotics, or special equipment devices upon documentation and substantiation
from the attending doctor.

Provision of such equipment requires prior authorization.
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The gravity guiding system, gravity lumbar reduction device, backswing and other inversion
traction equipment may only be used in a supervised setting. Rental or purchase for home
use will not be allowed nor paid by the department or self-insurer.

Equipment not requiring prior authorization includes crutches, cervical collars, lumbar and rib
belts, and other commonly used orthotics of minimal cost.

Personal appliances such as vibrators, heating pads, home furnishings, hot tubs, waterbeds,
exercise bikes, exercise equipment, jacuzzies, pillows, cassette tapes, educational materials
or books, and other similar items will not be authorized or paid.

In no case will the department or self-insurer pay for rental fees once the purchase price of the
rented item has been reached.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-1102, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 87-22-052 (Order 87-22), § 296-20-1102, filed 11/2/87; 86-06-032 (Order
86-19), § 296-20-1102, filed 2/28/86, effective 4/1/86; 83-16-066 (Order 83-23), § 296-20-1102, filed 8/2/83. Statutory Authority:

RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-1102, filed 11/30/81, effective 1/1/82; 81-
01-100 (Order 80-29), § 296-20-1102, filed 12/23/80, effective 3/1/81.]

WAC 296-20-1103 Travel expense

The department or self-insurer will reimburse travel expense incurred by workers for the
following reasons:

1) Examinations at department’s or self-insurer’s request;

2) vocational services at department’s or self-insurer’s request;
3) treatment at department rehabilitation center;

4) fitting of prosthetic device; and

(5) upon prior authorization for treatment when worker must travel more than ten miles
one-way from the worker's home to the nearest point of adequate treatment. Travel expense
is not payable when adequate treatment is available within ten miles of injured worker's home,
yet the injured worker prefers to report to an attending doctor outside the worker’s home area.

Travel expenses will be reimbursed at the current department rate.
Receipts are required for all expenses except parking expenses under ten dollars.

Claims for reimbursement of travel expenses must be received by the department or self-insurer
within one year after the date expenses are incurred. Refer to WAC 296-20-125 and to
department policy for additional rules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-1103, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020. 91-12-010, § 296-20-1103, filed 5/30/91, effective 7/1/91. Statutory Authority: RCW
51.04.020(4) and 51.04.030. 83-16-066 (Order 83-23), § 296-20-1103, filed 8/2/83. Statutory Authority: RCW 51.04.020(4),

51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-1103, filed 11/30/81, effective 1/1/82; 81-01-100 (Order 80-29),
§ 296-20-1103, filed 12/23/80, effective 3/1/81.]

WAC 296-20-120 Procedures not listed in this schedule

Procedures not specifically listed will be given values comparable to those of the listed
procedures of closest similarity. Refer to chapter 296-20 WAC (including the definition
section) and the fee schedules for required billing documentation.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-120, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-120, filed 12/23/80,

effective 3/1/81; Order 71-6, § 296-20-120, filed 6/1/71; Order 70-12, § 296-20-120, filed 12/1/70, effective 1/1/71; Order 68-7, §
296-20-120, filed 11/27/68, effective 1/1/69.]

(
(
(
(

WAC 296-20-12050 Special programs

(1) The department or self-insurer may from time to time enter into special agreements for
services provided by, or under the direction of, licensed providers authorized to bill the
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department. Special agreements are for services other than routine services covered under
the fee schedule, and may include multi-disciplinary or inter-disciplinary programs such as
pain management, work hardening, and physical conditioning.

(2) The department shall establish payment rates for special agreements, and may
establish outcome criteria, measures of effectiveness, minimum staffing levels, certification
requirements, special reporting requirements and such other criteria as will ensure injured
workers receive good quality and effective services at a prudent cost.

(3) Special agreements shall be purchased at the discretion of the department or self-
insurer. The department may terminate special programs from the industrial insurance
program upon thirty days notice to the provider.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 87-24-050 (Order 87-23), § 296-20-12050, filed 11/30/87, effective
1/1/88.]

WAC 296-20-121 X-rays

Recognizing the greatest need for access to x-rays lies with the attending doctor, the
department or self-insurer requires only submission of x-ray findings and does not require
submission of the actual films except upon specific request when needed for purposes of
permanent disability rating, other administrative or legal decisions, or in litigation cases. The
department or self-insurer requires the attending doctor retain x-rays for a period of not less
than ten years. In transfer cases, the x-rays in the possession of the current attending doctor
must be made available to the new attending doctor.

When requesting consultation, the attending doctor should make any x-rays in his possession
available to the consultant.

When a special exam has been arranged for the worker by the department or self-insurer, the
worker’s existing x-rays should be provided to the special examiner. The worker may carry
such x-rays to the exam.

When the doctor’s office is closed because of death, retirement or leaving the state,
arrangements must be made with the department or self-insurer regarding custody of x-rays to
insure availability on request. When submitting billing for x-ray service, a copy of the x-ray
findings is required. No payment will be made for excessive or unnecessary x-rays. No
payment will be made on closed or rejected claims, except under conditions outlined in WAC
296-20-124.

Prior authorization is required for x-rays subsequent to the initial study. Repeat or serial
radiology examinations may be performed only upon adequate clinical justification to confirm
changes in the condition(s) accepted. The subjective complaints and the objective findings
substantiating the repeat study must be submitted by the practitioner in the request for
authorization to the department or self-insurer.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-121, filed 2/28/86, effective 4/1/86.
Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-121, filed 11/30/81,
effective 1/1/82; 81-01-100 (Order 80-29), § 296-20-121, filed 12/23/80, effective 3/1/81; Order 77-27, § 296-20-121, filed

11/30/77, effective 1/1/78; Emergency Order 77-26, § 296-20-121, filed 12/1/77; Emergency Order 77-16, § 296-20-121, filed
9/6/77; Order 74-39, § 296-20-121, filed 11/22/74, effective 1/1/75; Order 74-7, § 296-20-121, filed 1/30/74.

WAC 296-20-124 Rejected and closed claims

(1) No payment will be made for treatment or medication on rejected claims or for services
rendered after the date of claim closure.

(2) When the department or self-insurer has denied responsibility for an alleged injury or
industrial condition the only services which will be paid are those which were carried
out at the specific request of the department or the self-insurer and/or those
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(4)

examination or diagnostic services which served as a basis for the adjudication
decision. Following the date of the order and notice of claim closure, the department or
self-insurer will be responsible only for those services specifically requested or those
examinations, and diagnostic services necessary to complete and file a reopening
application.

Periodic medical surveillance examinations will be covered by the department or self-
insurer for workers with closed claims for asbestos-related disease, to include chest x-ray
abnormalities, without the necessity of filing a reopening application when such
examinations are recommended by accepted medical protocol.

Replacement of prosthetics, orthotics, and special equipment can be provided on
closed claims after prior authorization. See WAC 296-20-1102 for further information.

[Statutory Authority: Chapters 34.04 [34.05], 51.04, 51.32 and 51.36 RCW. 90-04-007, § 296-20-124, filed 1/26/90, effective
2/26/90. Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-100 (Order 80-29), § 296-20-124, filed
12/23/80, effective 3/1/81; Order 76-34, § 296-20-124, filed 11/24/76, effective 1/1/77.]

WAC 296-20-12401 Provider application process

(1)

How can a provider obtain a provider account number from the department?

In order to receive a provider account number from the department, a provider must:

(2)

3)

. Complete a provider application

. Sign a provider agreement,

. Provide a copy of any practice or other license held,

. Complete, sign and return a Form W-9, and

° Meet the department’s provider eligibility requirements as cited in the

department’s rules.

NOTES:

A provider account number is required to receive payment from the department, but is not a guarantee of
payment for services.

Self-insured employers may have additional requirements for provider status.

Provider account status definitions

° Active - account information is current and provider is eligible to receive
payment
° Inactive - account is not eligible to receive payment based on action by the

department or at provider request. These accounts can be reactivated.

. Terminated - account is not eligible to receive payment based on action by the
department or at provider request. These accounts can not be reactivated.

When may the department inactivate a provider account?

The department may inactivate a provider account when:

. There has been no billing activity on the account for eighteen (18) months, or
° The provider requests inactivation, or
. Provider communications are returned due to address changes, or
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(4)

)

. The department changes the provider application or application procedures, or

. Provider does not comply with department request to update information.

When may the department terminate a provider account?

The department may terminate a provider account when:

° The provider is found ineligible to treat per department rules, or
. The provider requests termination, or
° The provider dies or is no longer in active business status.

How can a provider reactivate a provider account?

To reactivate a provider account, the provider may call or write the department. The
department may require the provider to update the provider application and/or
agreement or complete other needed forms prior to reactivation. Account reactivation
is subject to department review. If a provider account has been terminated, a new
provider application will be required.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080. 00-09-078, § 296-20-12401, filed 4/18/00, effective 7/1/00.]

WAC 296-20-125 Billing procedures

All services rendered must be in accordance with the medical aid rules, fee schedules, and
department policy. The department or self-insurer may reject bills for services rendered in
violation of these rules. Workers may not be billed for services rendered in violation of these

rules.

(1)

(2)

3)

Bills must be itemized on department or self-insurer forms or other forms which have
been approved by the department or self-insurer. Bills may also be transmitted
electronically using department file format specifications. Providers using any of the
electronic transfer options must follow department instructions for electronic billing.
Physicians, osteopaths, advanced registered nurse practitioners, chiropractors,
naturopaths, podiatrists, psychologists, and registered physical therapists use the
national standard HCFA-1500 health insurance claim form with the bar code placed
2/10 of an inch from the top and 1 1/2 inches from the left side of the form. Hospitals
use the UB-92 billing form for institution services and the national standard HCFA-1500
health insurance claim form with the bar code placed 2/10 of an inch from the top and 1
1/2 inches from the left side of the form for professional services. Hospitals should
refer to chapter 296-23A WAC for billing rules pertaining to institution, or facilities,
charges. Pharmacies use the department’s statement for pharmacy services.

Dentists, equipment suppliers, transportation services, vocational services, and
massage therapists use the department’s statement for miscellaneous services. When
billing the department for home health services, providers should use the “statement
for home nursing services.” Providers may obtain billing forms from the department’s
local service locations.

Bills must specify the date and type of service, the appropriate procedure code, the
condition treated, and the charges for each service.
Bills submitted to the department must be completed to include the following:

(@) Worker's name and address;

(b)  Worker’s claim number;

(c) Date of injury;
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Referring doctor's name and L & | provider account number;

Area of body treated, including ICD-9-CM code(s), identification of right or left, as
appropriate;

Dates of service;

Place of service;

Type of service;

Appropriate procedure code, hospital revenue code, or national drug code;
Description of service;

Charge;

Units of service;

Tooth number(s);

Total bill charge;

The name and address of the practitioner rendering the services and the provider
account number assigned by the department;

Date of billing;

Submission of supporting documentation required under subsection (6) of this
section.

(4) Responsibility for the completeness and accuracy of the description of services and
charges billed rests with the practitioner rendering the service, regardless of who
actually completes the bill form;

(5) Vendors are urged to bill on a monthly basis. Bills must be received within one year of
the date of service to be considered for payment.

(6) The following supporting documentation is required when billing for services:

a
b
c

(
(
(
d
(
(
(
(

~— ~— ~—~ ~— ~—

e
f

g)
h)

~

Laboratory and pathology reports;

X-ray findings;

Operative reports;

Office notes;

Consultation reports;

Special diagnostic study reports;

For BR procedures - see chapter 296-20 WAC for requirements; and
Special or closing exam reports.

(7)  The claim number must be placed on each bill and on each page of reports and other
correspondence in the upper right-hand corner.

(8) The following considerations apply to rebills.

(@)
(b)

(c)

If you do not receive payment or notification from the department within one
hundred twenty days, services may be rebilled.

Rebills must be submitted for services denied if a claim is closed or rejected and
subsequently reopened or allowed. In these instances, the rebills must be
received within one year of the date the final order is issued which subsequently
reopens or allows the claim.

Rebills should be identical to the original bill: Same charges, codes, and billing
date.

In cases where vendors rebill, please indicate “REBILL” on the bill.
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(9) The department or self-insurer will adjust payment of charges when appropriate. The
department or self-insurer must provide the health care provider or supplier with a written
explanation as to why a billing or line item of a bill was adjusted at the time the adjustment
is made. A written explanation is not required if the adjustment was made solely to
conform with the maximum allowable fees as set by the department. Any inquiries
regarding adjustment of charges must be received in the required format within ninety
days from the date of payment to be considered. Refer to the medical aid rules for
additional information.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-125, filed 8/1/93, effective 9/1/93.

Statutory Authority: RCW 51.04.020(4) and 51.04.030. 87-16-004 (Order 87-18), § 296-20-125, filed 7/23/87; 86-20-074 (Order

86-36), § 296-20-125, filed 10/1/86, effective 11/1/86; 86-06-032 (Order 86-19), § 296-20-125, filed 2/28/86, effective 4/1/86; 83-

16-066 (Order 83-23), § 296-20-125, filed 8/2/83. Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-01-

100 (Order 80-29), § 296-20-125, filed 12/23/80, effective 3/1/81; Order 77-27, § 296-20-125, filed 11/30/77, effective 1/1/78;

Emergency Order 77-26, § 296-20-125, filed 12/1/77; Emergency Order 77-16, § 296-20-125, filed 9/6/77; Order 75-39, § 296-20-

125, filed 11/28/75, effective 1/1/76; Order 74-39, § 296-20-125, filed 11/22/74, effective 1/1/75; Order 74-7, § 296-20-125, filed

1/30/74; Order 71-6, § 296-20-125, filed 6/1/71; Order 70-12, § 296-20-125, filed 12/1/70, effective 1/1/71; Order 68-7, § 296-20-
125, filed 11/27/68, effective 1/1/69.]

WAC 296-20-12501 Physician assistant billing procedure

Billing for physician assistant services can be made only by the supervising physician at ninety
percent of the value listed in the fee schedules. Payment will be made directly to the
supervising physician. All physician assistant services must be identified by using physician
assistant modifiers, as listed in chapter 296-21 WAC and the fee schedules.

(1) Bills must be itemized on department or self-insurer forms, as the case may be,
specifying: The date, type of service and the charges for each service.

(2) The bill form must be completed in detail to include the claim number. While the name of
the physician’s assistant rendering service must be included on the bill, all bills must be
submitted under the supervising physician account number. Bills will be accepted when
signed by other than the practitioner rendering services. When bills are prepared by
someone else, the responsibility for the completeness and accuracy of the description of
services and charges rests with the supervising physician.

(3) For a bill to be considered for payment, it must be received in the department or by the
self-insurer within one year from the date each specific treatment and/or service was
rendered or performed. Whenever possible, bills should be submitted monthly.

(4) Bills cannot be paid for services rendered while a claim is closed.

(5) The department or self-insurer may deny payment of bills for services rendered in violation
of the medical aid rules or department policy. Workers may not be billed for services
rendered in violation of these rules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-12501, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.030 and 51.16.035. 79-12-086 (Order 79-18), § 296-20-12501, filed 11/30/79, effective 1/1/80.]

WAC 296-20-132 Determination of conversion factor adjustments

Adjustments to the conversion factors for providers and services covered by the fee schedules
and by department policy may occur annually following prior public hearings.

Such adjustments will be based on the estimated increase/decrease in the state’s average wage for
the current year and on other factors as determined by department policy. The following calendar
year’s estimate, of the average state wage will be adjusted to reflect the actual increase/decrease in
the state’s average wage for the preceding year.

The total percentage change for any one calendar year for the conversion factors may not exceed
the total of the estimated increase/decrease in the current year, plus or minus the actual adjustment
for the preceding calendar year.
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[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 96-10-086, § 296-20-132, filed 5/1/96, effective 7/1/96. Statutory Authority:
RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-132, filed 8/1/93, effective 9/1/93. Statutory Authority: RCW
51.04.020(4) and 51.04.030. 88-24-011 (Order 88-28), § 296-20-132, filed 12/1/88, effective 1/1/89; 82-24-050 (Order 82-39), §
296-20-132, filed 11/29/82, effective 1/1/84.]

WAC 296-20-135 Conversion factors

(1) Conversion factors are used to calculate payment levels for services reimbursed under
the Washington resource based relative value scale (RBRVS), and for anesthesia
services payable with base and time units.

(2) Washington RBRVS services have a conversion factor of (($49:60)) $50.51.The fee
schedules list the reimbursement levels for these services.

(3) Anesthesia services that are paid with base and time units have a conversion factor
of (($2:70)) $2.78 per minute, which is equivalent to (($46-59)) $41.70 per 15 minutes.
The base units and payment policies can be found in the fee schedules.

[Note: Most recent WAC history information was not available at the time of printing.]

[Statutory Authority: RCW 51.04.020(1) and 51.04.030. 01-10-026, § 296-20-135, filed 4/24/01, effective 7/1/01; 00-09-077, §
296-20-135, filed 4/18/00, effective 7/1/00. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 99-10-043, § 296-20-135,
filed 4/30/99, effective 7/1/99; 98-09-125, § 296-20-135, filed 4/22/98, effective 7/1/98; 97-10-017, § 296-20-135, filed 4/28/97,
effective 7/1/97. Statutory Authority: RCW 51.04.020 and 51.04.030. 96-19-060. § 296-20-135, filed 9/16/96, effective 10/17/96;
96-10-086, § 296-20-135, filed 5/1/96, effective 7/1/96; 95-17-001 § 296-20-135, filed 8/2/95, effective 10/1/95; 95-05-072, § 296-
20-135, filed 2/15/95, effective 3/18/95. Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 94-02-045 and 94-03-
008, § 296-20-135, filed 12/30/93 and 1/6/94, effective 3/1/94; 93-16-072, § 296-20-135, filed 8/1/93, effective 9/1/93. Statutory
Authority: RCW 51.04.020(4) and 51.04.030. 91-02-063, § 296-20-135, filed 12/28/90, effective 1/28/91; 88-24-011 (Order 88-
28), § 296-20-135, filed 12/1/88, effective 1/1/89; 87-03-004 (Order 86-45), § 296-20-135, filed 1/8/87; 83-24-016 (Order 83-35), §
296-20-135, filed 11/30/83, effective 1/1/84; 82-24-050 (Order 82-39), § 296-20-135, filed 11/29/82, effective 7/1/83. Statutory
Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 81-24-041 (Order 81-28), § 296-20-135, filed 11/30/81, effective
1/1/82; 80-18-033 (Order 80-24), § 296-20-135, filed 12/1/80, effective 1/1/81. Statutory Authority: RCW 51.04.030 and
51.16.035. 79-12-086 (Order 79-18), § 296-20-135, filed 11/30/79, effective 1/1/80; Order 77-27, § 296-20-135, filed 11/30/77,
effective 1/1/78; Order 76-34, § 296-20-135, filed 11/24/76, effective 1/1/77; Order 75-39, § 296-20-135, filed 11/28/75, effective
1/1/76; Order 74-7, § 296-20-135, filed 1/30/74; Order 71-6, § 296-20-135, filed 6/1/71; Order 68-7, § 296-20-135, filed 11/27/68,
effective 1/1/69.]

WAC 296-20-170 Pharmacy-Acceptance of rules and fees

Acceptance and filling of a prescription for a worker entitled to benefits under the industrial
insurance law, constitutes acceptance of the department’s rules and fees. When there is
questionable eligibility, (i.e., no claim number, prescription is for medication other than usually
prescribed for industrial injury; or pharmacist has reason to believe claim is closed or rejected), the
pharmacist may require the worker to pay for the prescription. In these cases, the pharmacist must
furnish the worker with a signed receipt and a nonnegotiable copy of the prescription including
national drug code and quantity or a completed department pharmacy bill form signed in the
appropriate areas verifying worker has paid for the prescribed item(s) in order for the worker to bill
the department or self-insurer for reimbursement. The worker may not be charged more than the
amount allowable by the department or self-insurer. The worker must submit such reimbursement
request within one year of the date of service.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-170, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-170, filed 2/28/86, effective 4/1/86.

Statutory Authority: RCW 51.04.020(4), 51.04.030, and 51.16.120(3). 80-18-033 (Order 80-24), § 296-20-170, filed 12/1/80,
effective 1/1/81; Order 76-34, § 296-20-170, filed 11/24/76, effective 1/1/77.]

WAC 296-20-17001 Allowance and payment for medication

The department or self-insurer will pay for medications or supplies dispensed for the treatment
of conditions resulting from an industrial injury and/or conditions which are retarding the
recovery from the industrial injury, for which the department or self-insurer has accepted
temporary responsibility.
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Approved generics are to be substituted for brand name pharmaceuticals in all cases unless
the worker’s condition will not tolerate a generic preparation and the prescribing physician
indicates no substitution is permitted. A list of approved generics and their base cost will be
published periodically by the department.

Items not normally paid include: Syringes, injectables, heating pads, vibrators, personal
appliances, oral nutritional supplements, anorexiants, and medications normally prescribed for
systemic conditions. These items may be authorized to certain individuals in unusual
circumstances; prior approval from the department or self-insurer is mandatory.

Rental or purchase of medical equipment must be prior authorized by the department or self-
insurer.

No bills will be paid for medication dispensed after the date of order and notice of claim
closure, on an accepted claim; nor, on rejected claims; nor for conditions unrelated to the
industrial condition.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-17001, filed 2/28/86, effective 4/1/86;
83-24-016 (Order 83-35), § 296-20-17001, filed 11/30/83, effective 1/1/84. Statutory Authority: RCW 51.04.020(4), 51.04.030,

and 51.16.120(3). 80-18-033 (Order 80-24), § 296-20-17001, filed 12/1/80, effective 1/1/81; Order 76-34, § 296-20-17001, filed
11/24/76, effective 1/1/77.]

WAC 296-20-17002 Billing

In addition to the billing procedures described in WAC 296-20-125 and in department policy
the current national drug code number for each prescribed drug, followed by the average
wholesale price to the pharmacy must be entered on each prescription. The department’s
statement for pharmacy services must be used when billing the department for NDC
medications and supplies. The department’s statement for miscellaneous services must be
used when billing the department for non-NDC medications and supplies. In addition, the
claimant’s name, claim number, date of injury, prescribing doctor’'s name and department of
labor and industries provider number; and the assigned department provider number for the
pharmacy must be on the bill. Bills for medication not containing this information will be
returned to the pharmacy. Billing must be made within one year of the date of service. Itis
requested bills be presented on a monthly basis.

When billing the department for compound prescriptions, providers must use the “Statement
for Compound Prescriptions.”

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-20-17002, filed 8/1/93, effective 9/1/93.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 86-06-032 (Order 86-19), § 296-20-17002, filed 2/28/86, effective 4/1/86;
83-24-016 (Order 83-35), § 296-20-17002, filed 11/30/83, effective 1/1/84. Statutory Authority: RCW 51.04.020(4), 51.04.030,

and 51.16.120(3). 80-18-033 (Order 80-24), § 296-20-17002, filed 12/1/80, effective 1/1/81; Order 76-34, § 296-20-17002, filed
11/24/76, effective 1/1/77.]

WAC 296-20-200 General information

(1) The department of labor and industries has promulgated the following rules and
categories to provide a comprehensive system of classifying unspecified permanent
partial disabilities in the proportion they reasonably bear to total bodily impairment.
The department’s objectives are to reduce litigation and establish more certainty and
uniformity in the rating of unspecified permanent partial disabilities pursuant to RCW
51.32.080(2).

(2) The following system of rules and categories directs the examiner’s attention to the
actual conditions found and establishes a uniform system for conducting rating
examinations and reporting findings and conclusions in accord with broadly accepted
medical principles.
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The evaluation of bodily impairment must be made by experts authorized to perform
rating examinations. This system recognizes and provides for this. After conducting the
examination, the examiner will choose the appropriate category for each bodily area or
system involved in the particular claim and include this information in the report. The
examiner will, therefore, in addition to describing the worker’s condition in the report,
submit the conclusions as to the relative severity of the impairment by giving it in terms
of a defined condition rather than a personal opinion as to a percentage figure. In the
final section of this system of categories and rules are some rules for determining
disabilities and the classification of disabilities in bodily impairment is listed for each
category. These last provisions are for the department’s administrative use in acting
upon the expert opinions which have been submitted to it.

(3) In preparing this system, the department has complied with its duty to enact rules
classifying unspecified disabilities in light of statutory references to nationally recognized
standards or guides for determining various bodily impairments. Accordingly, the
department has obtained and acted upon sound established medical opinion in thus
classifying unspecified disabilities in the reasonable proportion they bear to total bodily
impairment. In framing descriptive language of the categories and in assigning a
percentage of disability, careful consideration has been given to nationally recognized
medical standards and guides. Both are matters calling for the use of expert medical
knowledge. For this reason, the meaning given the words used in this set of categories
and accompanying rules, unless the text or context clearly indicates the contrary, is the
meaning attached to the words in normal medical usage.

(4) The categories describe levels of physical and mental impairment. Impairment is
anatomic or functional abnormality or loss of function after maximum medical
rehabilitation has been achieved. This is the meaning of “impairment” as the word is
used in the guides mentioned above. This standard applies to all persons equally,
regardless of factors other than loss of physical or mental function. Impairment is
evaluated without reference to the nature of injury or the treatment therefore, but is
based on the functional loss due to the injury or occupational disease. The categories
have been framed to include conditions in other bodily areas which derive from the
primary impairment. The categories also include the presence of pain, tenderness and
other complaints. Workers with comparable loss of function thus receive comparable
awards.

(5) These rules and categories (WAC 296-20-200 through 296-20-690) shall only be
applicable to compensable injuries occurring on or after the effective date of these
rules and categories.

(6) These rules and categories (WAC 296-20-200 through 296-20-690) shall be applicable
only to cases of permanent partial disability. They have no applicability to
determinations of permanent total disability.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-20-200, filed 4/14/97

effective 5/15/97. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 91-07-008, § 296-20-200, filed 3/8/91, effective 5/1/91;
Order 74-32, § 296-20-200, filed 6/21/74, effective 10/1/74.]

WAC 296-20-210 General rules

These general rules establish a uniform standard for conducting examinations and submitting
reports of examinations. These general rules must be followed by doctors who make
examinations or evaluations of permanent bodily impairment.

(1) Examinations for the determination of the extent of permanent bodily impairment shall
be made only by doctors currently licensed in medicine and surgery (including
osteopathic and podiatric) or dentistry, and department-approved chiropractors. A
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chiropractic evaluation of permanent impairment may be performed only where the
worker has been clinically managed by a chiropractor.

Whenever an examination is made, the examiner shall record, among other pertinent
information, the complete history as obtained from the person examined; the complete
history of past injuries and diseases; the complaints; the age, sex, height and weight;
x-ray findings and diagnostic tests made or reviewed in connection with the
examination; the diagnosis; and all findings, including negative findings, in all bodily
areas and systems where a detailed review of systems reveals past or present
complaints. The examiner shall record his conclusions as to: Whether the residuals of
the injury are fixed; whether treatment is required for the injury and, if so, any treatment
shall be described. If the examiner finds residuals of the injury are fixed, he shall
record the appropriate category or categories of permanent impairment for diagnoses
attributable to the industrial injury or occupational disease. Conditions or impairments
not attributable to the industrial injury or occupational disease shall be described and
diagnosed in the report, with a description of how they affect the person examined and
the appropriate category of permanent impairment where possible.

The examiner shall not assign a percentage figure for permanent bodily impairment
described in the categories established herein.

Reports shall specify diagnoses and medical terms as listed in current procedural
terminology (CPT), current medical information and terminology (CMIT), international
classification of diseases adopted (ICDA), or standard nomenclature of disease, except
when otherwise specified in these rules.

Workers who are scheduled for disability examinations are allowed to bring with them
an accompanying person to be present during the physical examination. The
accompanying person cannot be compensated in any manner, except that language
interpreters may be necessary for the communication process and may be reimbursed
for interpretative services.

The department may designate those conditions under which the accompanying person is
allowed to be present during the disability examination process.
[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-20-210, filed 4/14/97

effective 5/15/97. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 88-14-012 (Order 88-09), § 296-20-210, filed 6/24/88;
Order 74-32, § 296-20-210, filed 6/21/74, effective 10/1/74.]

WAC 296-20-220 Special rules for evaluation of permanent bodily

impairment

(1) Evaluations of permanent bodily impairment using categories require uniformity in
procedure and terminology. The following rules have been enacted to produce this
uniformity and shall apply to all evaluations of permanent impairment of an unspecified
nature.

(a) Gradations of relative severity shall be expressed by the words “minimal,” “mild,”

“‘moderate” and “marked” in an ascending scale. “Minimal” shall describe
deviations from normal responses which are not medically significant. “Mild,”
“‘moderate” and “marked” shall describe ranges of medically significant deviations
from normal responses. “Mild” shall describe the least severe third. “Moderate”
shall describe the middle third. “Marked” shall describe the most severe third.

(b) “Permanent” describes those conditions which are fixed, lasting and stable, and

from which within the limits of medical probability, further recovery is not expected.

(c) “Impairment” means a loss of physical or mental function.
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(d) “Total bodily impairment,” as used in these rules, is the loss of physical or mental
function which is essentially complete short of death.

(e) The examiner shall not assign a percentage figure for permanent bodily
impairment described in the categories established herein.

(f)  The method of evaluating impairment levels is by selection of the appropriate level
of impairment. These descriptive levels are called “categories.” Assessments of
the level of impairment are to be made by comparing the condition of the injured
workman with the conditions described in the categories and selecting the most
appropriate category.

These rules and categories for various bodily areas and systems provide a
comprehensive system for the measurement of disabling conditions which are not
already provided for in the list of specified permanent partial disabilities in RCW
51.32.080(1). Disabilities resulting from loss of central visual acuity, loss of an eye
by enucleation, loss of hearing, amputation or loss of function of the extremities
will continue to be evaluated as elsewhere provided in RCW 51.32.080.

The categories have been classified in percentages in reasonable proportion to
total bodily impairment for the purpose of determining the proper award. Provision
has been made for correctly weighing the overall impairment due to particular
injuries or occupational disease in cases in which there are preexisting
impairments.

(g) The categories of the various bodily areas and systems are listed in the order of
increasing impairment except as otherwise specified. Where several categories
are given for the evaluation of the extent of permanent bodily impairment, the
impairments in the higher numbered categories, unless otherwise specified,
include the impairments in the lesser numbered categories. No category for a
condition due to an injury shall be selected unless that condition is permanent as
defined by these rules.

The examiner shall select the one category which most accurately indicates the
overall degree of permanent impairment unless otherwise instructed. Where there
is language in more than one category which may appear applicable, the category
which most accurately reflects the overall impairment shall be selected.

The categories include appropriate subjective complaints in an ascending scale in
keeping with the severity of objective findings, thus a higher or lower category is
not to be selected purely on the basis of unusually great or minor complaints.

(h)  When the examination discloses a preexisting permanent bodily impairment in the
area of the injury, the examiner shall report the findings and any category of
impairment appropriate to the worker’s condition prior to the industrial injury in
addition to the findings and the categories appropriate to the worker’s condition
after the injury.

(i)  Objective physical or clinical findings are those findings on examination which are
independent of voluntary action and can be seen, felt, or consistently measured by
examiners.

(j)  Subjective complaints or symptoms are those perceived only by the senses and
feelings of the person being examined which cannot be independently proved or
established.

(k) Muscle spasm as used in these rules is an involuntary contraction of a muscle or
group of muscles of a more than momentary nature.

(D Aninvoluntary action is one performed independently of the will.

(m) These special rules for evaluation of permanent bodily impairment shall apply to all
examinations for the evaluation of impairment, in accordance with RCW
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51.32.080, for the body areas or systems covered by or enumerated in WAC 296-
20-230 through 296-20-660.

(n)  The rules for evaluation of each body area or system are an integral part of the
categories for that body area or system.

(o) In cases of injury or occupational disease of bodily areas and/or systems which
are not included in these categories or rules and which do not involve loss of
hearing, loss of central visual acuity, loss of an eye by enucleation or loss of the
extremities or use thereof, examiners shall determine the impairment of such
bodily areas and/or systems in terms of percentage of total bodily impairment.

(p) The words used in the categories of impairments, in the rules for evaluation of
specific impairments, the general rules, and the special rules shall be deemed,
unless the context indicates the contrary, to have their general and accepted
medical meanings.

(q) The rating of impairment due to total joint replacement shall be in accordance with
the limitation of motion guidelines as set forth in the “Guides to the Evaluation of
Permanent Impairment” of American Medical Association, with department of labor
and industries acknowledgement of responsibility for failure of prostheses beyond
the seven year limitation.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-20-220, filed 4/14/97

effective 5/15/97. Statutory Authority: RCW 51.04.030 and 51.16.035. 79-12-086 (Order 79-18), § 296-20-220, filed 11/30/79,
effective 1/1/80; Order 74-32, § 296-20-220, filed 6/21/74, effective 10/1/74.]

WAC 296-20-230 Cervical and cervico-dorsal impairments

(1) Rules for evaluation of cervical and cervico-dorsal impairments are as follows:

(@) Muscle spasm or involuntary guarding, bony or fibrous fusion, any arthritic
condition, internal fixation devices or other physical finding shall be considered, in
selecting the appropriate category, only insofar as productive of cervical or
cervico-dorsal impairment.

(b)  Gradations of clinical findings of cervico-dorsal impairments in terms of “mild,”
“moderate” or “marked” shall be based on objective medical tests.

(c) Categories 2, 3, 4 and 5 include the presence of complaints of whatever degree in
the neck or extremities.

(d) Bladder and/or bowel sphincter impairments deriving from cervical and cervico-
dorsal impairment shall be evaluated separately.

(e) Neck as used in these rules and categories shall include the cervical and adjacent
areas.

[Order 74-32, § 296-20-230, filed 6/21/74, effective 10/1/74.]

WAC 296-20-240 Categories of permanent cervical and cervico-
dorsal impairments

(1) No objective clinical findings are present. Subjective complaints may be present or
absent.

(2) Mild cervico-dorsal impairment, with objective clinical findings of such impairment
with neck rigidity substantiated by x-ray findings of loss of anterior curve, without
significant objective neurological findings.

This and subsequent categories include the presence or absence of pain locally

and/or radiating into an extremity or extremities. This and subsequent categories
also include the presence or absence of reflex and/or sensory losses. This and
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subsequent categories also include objectively demonstrable herniation of a
cervical intervertebral disc with or without discectomy and/or fusion, if present.

Mild cervico-dorsal impairment, with objective clinical findings of such impairment,
with neck rigidity substantiated by x-ray findings of loss of anterior curve, narrowed
intervertebral disc spaces and/or osteoarthritic lipping of vertebral margins, with
significant objective findings of mild nerve root involvement.

This and subsequent categories include the presence or absence of any other
neurological deficits not otherwise specified in these categories with the exception
of bladder and/or bowel sphincter impairments.

Moderate cervico-dorsal impairment, with objective clinical findings of such
impairment, with neck rigidity substantiated by x-ray findings of loss of anterior
curve, narrowed intervertebral disc spaces and/or osteoarthritic lipping of vertebral
margins, with objective findings of moderate nerve root involvement with weakness
and numbness in one or both upper extremities.

Marked cervico-dorsal impairment, with marked objective clinical findings of such
impairment, with neck rigidity substantiated by x-ray findings of loss of anterior
curve, narrowed intervertebral disc spaces and/or osteoarthritic lipping of vertebral
margins, with objective findings of marked nerve root involvement with weakness
and numbness in one or both upper extremities.

[Order 74-32, § 296-20-240, filed 6/21/74, effective 10/1/74.]

WAC 296-20-250 Impairments of the dorsal area

(1) Rules for evaluation of permanent dorsal area impairments are as follows:

(@)

Muscle spasm or involuntary guarding, bony or fibrous fusion, any arthritic
condition, internal fixation devices or other physical finding shall be considered, in
selection of the appropriate category, only insofar as productive of dorsal area
impairment.

Gradations of clinical findings of dorsal impairments in terms of “mild,
or “marked” shall be based on objective medical tests.

Categories 2 and 3 include the presence of complaints of whatever degree.
Bladder and/or bowel sphincter impairments deriving from impairments of the
dorsal area shall be evaluated separately.

Impairments which also involve the cervical or lumbar areas shall be evaluated
only under the cervical and cervico-dorsal or dorsolumbar and lumbosacral
categories.

”

moderate”

[Order 74-32, § 296-20-250, filed 6/21/74, effective 10/1/74.]

WAC 296-20-260 Categories of permanent dorsal area

impairments

(1) No objective clinical findings are present. Subjective complaints may be present or
absent.

(2) Mild or moderate dorsal impairment, with objective clinical findings of such impairment,
without significant objective neurological findings, with or without x-ray changes of
narrowed intervertebral disc spaces and/or osteoarthritic lipping of intervertebral
margins. Includes the presence or absence of reflex and/or sensory losses.

This and the subsequent category include the presence or absence of pain, locally or
radiating from the dorsal area.
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(3) Marked dorsal impairment, with marked objective clinical findings, with marked x-ray
findings of narrowed intervertebral disc spaces and/or osteoarthritic lipping of vertebral
margins, with significant objective neurological deficits, complaints and/or findings,
deriving from dorsal impairment.

[Order 74-32, § 296-20-260, filed 6/21/74, effective 10/1/74.]

WAC 296-20-270 Dorso-lumbar and lumbosacral impairments

(1)  Rules for evaluation of permanent dorso-lumbar and lumbosacral impairments are as
follows:

(@)

(b)
(c)
(d)

(e)
(f)

Muscle spasm or involuntary guarding, bony or fibrous fusion, any arthritic
condition, internal fixation devices or other physical finding shall be considered, in
selecting the appropriate category, only insofar as productive of low back
impairment.

Gradations of clinical findings of low back impairments in terms of “mild,”
“‘moderate” or “marked” shall be based on objective medical tests.

All of the low back categories include the presence of complaints of whatever
degree.

Any and all neurological deficits, complaints, and/or findings in other bodily areas
or systems which are the result of dorso-lumbar and lumbosacral impairments,
except for objectively demonstrated bladder and/or bowel sphincter impairments,
shall be evaluated by the descriptions contained in the categories of dorso-lumbar
and lumbosacral impairments.

Bladder and/or bowel sphincter impairments deriving from dorso-lumbar and
lumbosacral impairments shall be evaluated separately.

Low back as used in these rules and categories includes the lumbar and adjacent
areas.

[Order 74-32, § 296-20-270, filed 6/21/74, effective 10/1/74.]

WAC 296-20-280 Categories of permanent dorso-lumbar and

lumbosacral impairments

No objective clinical findings. Subjective complaints and/or sensory losses may be
present or absent.

Mild low back impairment, with mild intermittent objective clinical findings of such
impairment but no significant x-ray findings and no significant objective motor loss.
Subjective complaints and/or sensory losses may be present.

Mild low back impairment, with mild continuous or moderate intermittent objective
clinical findings of such impairment but without significant x-ray findings or
significant objective motor loss.

This and subsequent categories include: The presence or absence of reflex
and/or sensory losses; the presence or absence of pain locally and/or radiating
into an extremity or extremities; the presence or absence of a laminectomy or
discectomy with normally expected residuals.

Mild low back impairment, with mild continuous or moderate intermittent objective
clinical findings of such impairment, with mild but significant x-ray findings and with
mild but significant motor loss objectively demonstrated by atrophy and weakness
of a specific muscle or muscle group.

This and subsequent categories include the presence or absence of a surgical
fusion with normally expected residuals.
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(5) Moderate low back impairment, with moderate continuous or marked intermittent
objective clinical findings of such impairment, with moderate x-ray findings and
with mild but significant motor loss objectively demonstrated by atrophy and
weakness of a specific muscle or muscle group.

(6) Marked low back impairment, with marked intermittent objective clinical findings of
such impairment, with moderate or marked x-ray findings and with moderate motor
loss objectively demonstrated by atrophy and weakness of a specific muscle or
muscle group.

(7) Marked low back impairment, with marked continuous objective clinical findings of
such impairment, with marked x-ray findings and with marked motor loss
objectively demonstrated by marked atrophy and weakness of a specific muscle or
muscle group.

(8) Essentially total loss of low back functions, with marked x-ray findings and with
marked motor loss objectively demonstrated by marked atrophy and weakness of
a muscle group or groups.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 83-16-066 (Order 83-23), § 296-20-280, filed 8/2/83; Order 74-32, § 296-
20-280, filed 6/21/74, effective 10/1/74.]

WAC 296-20-290 Impairments of the pelvis

(1) Rules for impairment of the pelvis:

(a) All of these categories include the presence of complaints of whatever degree.
(b) Categories 2, 5, 6 and 7 describe separate entities and more than one may be
selected when appropriate. Category 9 includes the findings described in

Category 3, and Category 8 includes the findings described in Category 4.

[Order 74-32, § 296-20-290, filed 6/21/74, effective 10/1/74.]

WAC 296-20-300 Categories of permanent impairments of the
pelvis

(1) Healed pelvic fractures without displacement, without residuals; healed fractures with
displacement without residuals, of: Single ramus, bilateral rami, ilium, innominate or
coccyx; or healed fracture of single rami with displacement with deformity and
residuals.

(2) Healed fractures with displacement with deformity and residuals of ilium.

(3) Healed fractures of symphysis pubis, without separation with displacement without
residuals.

Healed fractures of sacrum with displacement without residuals.
Healed fracture of bilateral rami with displacement with deformity and residuals.

Excision or nonunion of fractures of coccyx.

SECECEC

Healed fractures of innominate, displaced one inch or more, with deformity and
residuals.

(8) Healed fractures of sacrum extending into sacroiliac joint with deformity and residuals.

(9) Healed fractures of symphysis, displaced or separated, with deformity and residuals.
[Order 74-32, § 296-20-300, filed 6/21/74, effective 10/1/74.]
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WAC 296-20-303 Attendant Services

(1)

(2)

3)

(4)

What are attendant services? Attendant services are proper and necessary personal
care services provided to maintain the injured worker in his or her residence.

Who may receive attendant services? Workers who are temporarily or permanently
totally disabled and rendered physically helpless by the nature of their industrial injury
or occupational disease may receive attendant services.

Is prior authorization required for attendant services? Yes. To be covered by the
department, attendant services must be requested by the attending physician and
authorized by the department before care begins.

What attendant services does the department cover? The department covers
proper and necessary attendant services that are provided consistent with the injured
worker's needs, abilities and safety. Only attendant services that are necessary due to
the physical restrictions caused by the accepted industrial injury or occupational
disease are covered.

The following are examples of attendant services that may be covered:

e Bathing and personal hygiene;

e Dressing;

e Administration of medications;

e Specialized skin care, including changing or caring for dressings or ostomies;
e Tube feeding;

e Feeding assistance (not meal preparation);

e Mobility assistance, including walking, toileting and other transfers;

e Turning and positioning;

e Bowel and incontinent care; and

e Assistance with basic range of motion exercises.

Services the department considers everyday environmental needs, unrelated to the medical
care of the worker are not covered. The following chore services are examples of services
that are not covered: Housecleaning, laundry, shopping, meal planning and preparation,
transportation of the injured worker, errands for the injured worker, recreational activities, yard
work, and child care.

()

Who may provide attendant services? Attendant services provided on or after June
1, 2002, must be provided through an agency licensed, certified or registered to
provide home care or home health services.

EXCEPTION: A worker who received department approved attendant services from a
spouse prior to October 1, 2001, may continue to receive attendant services from that
spouse as long as all of the following criteria are met.

The attendant service spouse provider:

(a) Had an active provider account with the department on September 30,
2001; and

(b) Maintains an active provider account with the department; and

(c) Remains legally married to the injured worker; and
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(d) Allows the department or its designee to perform periodic independent
nursing evaluations in the worker's residence.

(6) What are the treatment limits for attendant services? The department will
determine the maximum hours of authorized attendant care services based on an
independent nursing assessment of the worker's care needs.

Spouses eligible to provide attendant services are limited to a maximum of seventy
hours of attendant services per week or to the maximum hours authorized for the
worker, whichever is less. Workers who are receiving attendant services from spouses
and whose care needs exceed seventy hours per week must receive attendant
services in excess of seventy hours from an agency eligible to provide attendant
services.

EXCEPTION: The department may exempt a spouse from the seventy-hour limit if,
after review by the department and based on independent nursing assessment:

(a) The injured worker is receiving proper and necessary care; and
(b) The worker's care needs exceed seventy hours per week; and

(c) No eligible agency provider is available.

(7) Will the department review attendant services? Yes. The department or its
designee will perform periodic independent nursing evaluations of attendant services.
Evaluations may include, but are not limited to, on-site review of the injured worker and
review of medical records.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.060, 51.32.072, and 7.68.070. 01-18-041, § 296-20-303, filed 8/29/01,
effective 10/1/01.]

WAC 296-20-310 Convulsive neurological impairments

(1) Rules for evaluation of convulsive neurological impairments:

(@) The description of Categories 2, 3 and 4 include the presence of complaints of
whatever degree.

[Order 74-32, § 296-20-310, filed 6/21/74, effective 10/1/74.]

WAC 296-20-320 Categories of permanent convulsive
neurological impairments

(1) No electroencephalogram findings of convulsive neurological disorder. Subjective
complaints may be present or absent.

(2) Electroencephalogram findings of convulsive neurological disorder, but on appropriate
medication there are no seizures.

(3) Electroencephalogram findings of convulsive neurological disorder, and on appropriate
medication there are each year either one through four major seizures or one through
twelve minor seizures.

(4) Electroencephalogram findings of convulsive neurological disorder, and on appropriate
medication there are each year either more than four major seizures or more than
twelve minor seizures.

[Order 74-32, § 296-20-320, filed 6/21/74, effective 10/1/74.]
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WAC 296-20-330 Impairments of mental health

(1)

Rules for evaluation of permanent impairment of mental health:

(@) Mental illness means malfunction of the psychic apparatus that significantly

interferes with ordinary living.

(b) Each person has a pattern of adjustment to life. The pattern of adjustment before

the industrial injury or occupational disease serves as a base line for all
assessments of whether there has been a permanent impairment due to the
industrial injury or occupational disease.

(c) To determine the preinjury pattern of adjustment, all evaluations of mental health

shall contain a complete preinjury history including, but not necessarily limited to:
Family background and the relationships with parents or other nurturing figures;
extent of education and reaction to it; military experience, if any; problems with civil
authorities; any history of prolonged iliness, and difficulty with recovery; any history
of drug abuse or alcoholism; employment history, the extent of and reaction to
responsibility, and relationships with others at work; capacity to make and retain
friends; relationships with spouses and children; nature of daily activities, including
recreation and hobbies; and lastly, some summary statement about the sources of
the patient’s self-esteem and sense of identity. Both strengths and vulnerabilities
of the person shall be included.

(d) Differences in adjustment patterns before and after the industrial injury or

(f)

occupational disease shall be described, and the report shall contain the
examining physician’s opinion as to whether any differences:

(1) Are the result of the industrial injury or occupational disease and its
sequelae, in the sense they would not have occurred had there not been
the industrial injury or occupational disease;

(2) are permanent or temporary;

(3) are more than the normal, self-correcting and expectable response to
the stress of the industrial injury or occupational disease;

(4) constitute an impairment psychosocially or physiologically; and

(5) are susceptible to treatment, and, if so, what kind. The presence of any
unrelated or coincidental mental impairment shall always be mentioned.

All reports of mental health evaluations shall use the diagnostic terminology listed in
the Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric
Association.

No classification of impairment shall be made for complaints where the quality of daily
life does not differ substantially from the preinjury pattern. A patient not currently
employed may not engage in the same activities as when working, but the level and
variety of his activities and zest for them shall distinguish the purely situational
difference from cases of regression and withdrawal. In cases where some loss of use
of body member is claimed, no category or impairment shall be assigned unless there
are objective findings of physiologic regression or consistent evidence of altered
adaptability.

The physician shall identify the schizoid, antisocial, inadequate, sociopathic, passive,
hysterical, paranoid, or dependent personality types. Patients with these longstanding
character disorders may show problem behavior that seems more related to current
stress than it is, sometimes unconsciously insinuating themselves into difficult
situations of which they then complain. Emotional reactions to an injury and
subsequent events must be carefully evaluated in these patients. It must be medically
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probable that such reactions are permanent before a category of impairment can be
attributed to the injury; temporary reactions or preexisting psychopathology must be
differentiated.

[Order 74-32, § 296-20-330, filed 6/21/74, effective 10/1/74.]

WAC 296-20-340 Categories for evaluation of permanent

(1)

impairments of mental health

Nervousness, irritability, worry or lack of motivation following an injury and
commensurate with it and/or other situational responses to injury that do not alter
significantly the life adjustment of the patient may be present.

Any and all permanent worsenings of preexisting personality traits or character
disorders where aggravation of preexisting personality trait or character disorder is the
major diagnosis; mild loss of insight, mildly deficient judgment, or rare difficulty in
controlling behavior, anxiety with feelings of tension that occasionally limit activity; lack
of energy or mild apathy with malaise; brief phobic reactions under usually avoidable
conditions; mildly unusual and overly rigid responses that cause mild disturbance in
personal or social adjustment; rare and usually self-limiting psycho-physiological
reactions; episodic hysterical or conversion reactions with occasional self-limiting
losses of physical functions; a history of misinterpreted conversations or events, which
is not a preoccupation; is aware of being absentminded, forgetful, thinking slowly
occasionally or recognizes some unusual thoughts; mild behavior deviations not
particularly disturbing to others; shows mild over-activity or depression; personal
appearance is mildly unkempt. Despite such features, productive activity is possible
most of the time. If organicity is present, some difficulty may exist with orientation;
language skills, comprehension, memory; judgment; capacity to make decisions;
insight; or unusual social behavior; but the patient is able to carry out usual work day
activities unassisted.

Episodic loss of self-control with risk of causing damage to the community or self;
moments of morbid apprehension; periodic depression that disturbs sleep and eating
habits or causes loss of interest in usual daily activities but self-care is not a problem;
fear-motivated behavior causing mild interference with daily life, frequent emotogenic
organ dysfunctions requiring treatment; obsessive-compulsive reactions which limit
usual activity; periodic losses of physical function from hysterical or conversion
reactions; disturbed perception in that patient does not always distinguish daydreams
from reality; recognizes his fantasies about power and money are unusual and tends to
keep them secret; thought disturbances cause patient to fear the presence of serious
mental trouble; deviant social behavior can be controlled on request; exhibits periodic
lack of appropriate emotional control; mild disturbance from organic brain disease such
that a few work day activities require supervision.

Very poor judgment, marked apprehension with startle reactions, foreboding leading to
indecision, fear of being alone and/or insomnia; some psychomotor retardation or
suicidal preoccupation; fear-motivated behavior causing moderate interference with
daily life; frequently recurrent and disruptive organ dysfunction with pathology of organ
or tissues; obsessive-compulsive reactions causing inability to work with others or
adapt; episodic losses of physical function from hysterical or conversion reactions
lasting longer than several weeks; misperceptions including sense of persecution or
grandiosity which may cause domineering, irritable or suspicious behavior; thought
disturbance causing memory loss that interferes with work or recreation; periods of
confusion or vivid daydreams that cause withdrawal or reverie; deviations in social
behavior which cause concern to others; lack of emotional control that is a nuisance to
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family and associates; moderate disturbance from organic brain disease such as to
require a moderate amount of supervision and direction of work day activities.

(5) Marked apprehension so as to interfere with memory and concentration and/or to
disturb markedly personal relationships; depression causing marked loss of interest in
daily activities, loss of weight, unkempt appearance, marked psycho-motor retardation,
suicidal preoccupation or attempts, or marked agitation as well as depression; marked
phobic reactions with bizarre and disruptive behavior; psychophysiological reactions
resulting in lasting organ or tissue damage; obsessive-compulsive reactions that
preclude patient’s usual activity; frequent or persistent loss of function from conversion
or hysterical reactions with regressive tissue or organ change; defects in perception
including frank illusions or hallucinations occupying much of the patient’s time;
behavior deviations so marked as to interfere seriously with the physical or mental well-
being or activities of others; lack of emotional control including marked irritability or
overactivity.

[Order 74-32, § 296-20-340, filed 6/21/74, effective 10/1/74.]

WAC 296-20-350 Cardiac impairments

(1) Rule for evaluation of permanent cardiac impairments:

(a) Classification of impairment using the following categories shall be based upon a
carefully obtained history, thorough physical examination and the use of
appropriate laboratory aids.

[Order 74-32, § 296-20-350, filed 6/21/74, effective 10/1/74.]

WAC 296-20-360 Categories of permanent cardiac impairments

(1) No objective findings are present. Subjective complaints may be present or absent.

(2) Objective findings of mild organic heart disease but no signs of congestive heart
failure. No medically appropriate symptoms produced by prolonged exertion or
intensive effort or marked emotional stress.

(3) Objective findings of mild organic heart disease but no signs of congestive heart
failure. Medically appropriate symptoms produced by prolonged exertion or intensive
effort, or marked emotional stress but not by usual daily activities.

(4) Objective findings of moderate organic heart disease but no signs of congestive heart
failure. Medically appropriate symptoms produced by prolonged exertion or intensive
effort or marked emotional stress but not by usual daily activities.

(5) Objective findings of marked organic heart disease with minimal signs of congestive
heart failure with therapy. Medically appropriate symptoms produced by usual daily
activities.

(6) Objective findings of marked organic heart disease with mild to moderate signs of
congestive heart failure despite therapy. Medically appropriate symptoms produced by
usual daily activities.

[Order 74-32, § 296-20-360, filed 6/21/74, effective 10/1/74.]
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WAC 296-20-370 Respiratory impairments

(1) Rules for evaluation of permanent respiratory impairments:
Definitions.

(@)

(i)

“FEV1” means the forced expiratory volume in 1 second as measured
by a spirometric test performed as described in the most current
American Thoracic Society Statement on Standardization of Spirometry,
and using equipment, methods of calibration, and techniques that meet
American Thoracic Society (ATS) criteria including reproducibility. The
measurement used must be taken from a spirogram which is technically
acceptable and represents the patient’s best effort. The measurement
is to be expressed as both an absolute value and as a percentage of the
predicted value. The predicted values are those listed in the most
current edition of the American Medical Association (AMA) Guidelines
for rating permanent respiratory impairment.

“FVC” means the forced vital capacity as measured by a spirometric test
in accordance with criteria described in (a)(i) of this subsection.

“‘FEV1/FVC” is a ratio calculated based on the ATS Guides criteria as
described in the most current American Thoracic Society Statement on
Standardization of Spirometry.

“Significant improvement” means a fifteen percent or greater
improvement in FEV1 (volume) after a post-bronchodilator pulmonary
function test.

“‘DLCO” means the diffusion capacity of carbon monoxide as measured
by a test based on predicted values demonstrated to be appropriate to
the techniques and equipment of the laboratory performing the test
according to current ATS standards. DLCO may be considered for
impairment rating only if accompanied by evidence of impaired gas
exchange based on exercise testing.

“WYO2 Max” means the directly measured oxygen consumption at
maximum exercise capacity of an individual as measured by exercise
testing and oxygen consumption expressed in ml/kilo/min corrected for
lean bodyweight. Estimated values from treadmill or other exercise
tests without direct measurement are not acceptable. The factor limiting
the exercise must be identified.

“Preexisting impairment” shall be reported as described in WAC 296-20-
220 (1)(h).

“Coexisting” is a disease or injury not due to or causally related to the
work-related condition that impacts the overall respiratory disability.

“Apportionment” is an estimate of the degree of impairment due to the
occupational injury/exposure when preexisting or coexisting conditions
are present.

“‘Dyspnea” is the subjective complaint of shortness of breath. Dyspnea
alone must not be used to determine the level of respiratory impairment.
Dyspnea unexplained by objective signs of impairment or spirometry
requires more extensive testing (i.e., VO2 Max).

Copies of the American Thoracic Society Statement on Standardization
of Spirometry and ATS standards for measuring DLCO can be obtained
by ordering Pulmonary Function Testing from The American Thoracic
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Society, 1740 Broadway, New York, NY 10019-4374, Attn: ATS
Statements. Copies of this document are available for review in the
section of the office of the medical director, department of labor and
industries, Tumwater building.

These standards are also available through the following references:
“American Thoracic Society Committee on Proficiency Standards for
Pulmonary Function Laboratories: Standardization of spirometry-1987
update.” Am Rev Respir Dis 1987; 136:1285-1298. “American Thoracic
Society DLCO Standardization Conference: Single breath carbon
monoxide diffusing capacity (transfer factor): Recommendations for a
standard technique.” Am Rev Respir Dis 1987; 136:1299-1307.

Evaluation procedures. Each report of examination must include the following,
at a minimum:

(i)

(v)

(viii)

Identification data: Worker’'s name, claim number, gender, age, and
race.

Detailed occupational history: Job titles of all jobs held since
employment began. A detailed description of typical job duties,
protective equipment worn, engineering controls present (e.g.,
ventilation) as well as the specific exposures and intensity (frequency
and duration) of exposures. More detail is required for jobs involving
potential exposure to known respiratory hazards.

History of the present iliness: Chief complaint and description of all
respiratory symptoms present (e.g., wheezing, cough, phlegm, chest
pain, paroxysmal nocturnal dyspnea, dyspnea at rest and on exertion)
as well as the approximate date of onset, and duration of each
symptom, and aggravating and relieving factors.

Past medical history: Past history of childhood or adult respiratory
illness, hay fever, asthma, bronchitis, chest injury, chest surgery,
respiratory infections, cardiac problems, hospitalizations for chest or
breathing problems and current medications.

Lifestyle and environmental exposures: Descriptive history of exposures
clinically related to respiratory disease including, but not limited to,
tobacco use with type and years smoked. Use of wood as a primary
heat source at home or hobbies that involve potential exposure to
known respiratory tract hazards, and other environmental exposures.

Family history: Family history of respiratory or cardiac disease.

Physical examination findings: Vital signs including a measured height
without shoes, weight, and blood pressure. Chest exam shall include a
description of the shape, breathing, breath sounds, cardiac exam, and
condition of extremities (e.g., cyanosis, clubbing, or edema).

Diagnostic tests: A chest x-ray shall be obtained in all cases. When
available, the x-ray should be obtained using International Labor
Organization (ILO) standard techniques and interpreted using the ILO
classification system. The presence or absence of pleural thickening or
interstitial abnormalities shall be noted. Pulmonary function reports
including a description of equipment used, method of calibration, and
the predicted values used. A hard copy of all pulmonary function
tracings must be available for review. The report must contain ata
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(xii)

(xiii)

minimum FEV1 and FVC and a narrative summary of an interpretation
of the test results and their validity.

The rating of respiratory impairment. The rating of respiratory
impairment shall be based on the pulmonary function test most
appropriate to the respiratory condition. A prebronchodilator and
postbronchodilator test must be performed on and results reported for
all patients with demonstrated airway obstruction. The largest FEV1 or
FVC, on either the prebronchodilator or postbronchodilator trial must be
used for rating the impairment. If the FEV1 and FEV1/FVC result in
different categories of impairment, the value resulting in a higher
category of impairment will be used.

The rating of persisting variable respiratory impairment with abnormal
baseline function. If resting FEV1 is “abnormal” (below eighty percent
predicted) and shows significant bronchodilator improvement (a greater
than or equal to fifteen percent improvement in FEV1) one category of
impairment must be added to the given category rating, but only when
the work-related disease being rated is obstructive in nature. If there is
substantial variability from test to test (and good effort), the severity of
impairment may be rated, using the best fit into the category system, as
described in WAC 296-20-380.

The rating of persisting variable respiratory impairment with normal
baseline spirometry. Variable respiratory impairment due to allergic or
irritative disorder of the respiratory tract, such as bronchial asthma or
reactive airway disease, caused or permanently aggravated by factors in
the work place, shall be evaluated by detailed narrative report, including
the casual relationship to work factors, a discussion of the relative
importance of nonwork related cofactors, such as preexisting asthma,
tobacco usage, or other personal habits, the need for regular medication
to substantially improve or control the respiratory condition, and the
prognosis. When tests of ventilatory function, done when the patient is
in clinical steady state, are normal (one second forced expiratory volume
eighty percent or greater of predicted), an appropriate provocative
bronchial challenge test (i.e., methacholine or histamine) shall be done
to demonstrate the presence of unusual respiratory sensitivity.

At the time of the rating, the patient shall be off theophylline for at least
twenty-four hours, beta agonists for at least twelve hours, and oral
and/or inhaled steroids or cromolyn for at least two weeks, in order to
determine severity of air-flow obstruction, unattenuated by therapy. If
withdrawal of medication would produce a hazardous or life threatening
condition, then the impairment cannot be rated at this time, and the
physician must provide a statement describing the patient’s condition
and the effect of medication withdrawal.

The method for standardizing provocative bronchial challenge testing,
using either histamine or methacholine, shall be used. The test drug
may be given either by continuous tidal volume inhalation of known
concentrations, using an updraft nebulizer, for two minutes, or by the
technique of intermittent deep breaths of increasing test drug strengths
either via a Rosenthal dosimeter or updraft nebulizer, and the results
shall be expressed either as the mg/ml concentration of test drug, or the
cumulative breath units (1 breath of a 1 mg/ml solution equals one
breath unit) which result in a prompt and sustained (at least three
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minute) fall in the FEV1, greater than twenty percent below baseline
FEV1. Medications that can blunt the effect of bronchoprovocation
testing shall be withheld prior to testing. Once testing is complete, the
results shall be expressed in terms of normal, mild, moderate, or marked
bronchial reactivity, as described in WAC 296-20-385.

If multiple bronchoprovocative inhalation challenge tests have been
done, the examining physician shall select the one category (normal,
mild, moderate, or marked) which most accurately indicates the overall
degree of permanent impairment at the time of rating.

If the results of serial pulmonary function testing are extremely variable
and the clinical course and use of medication also indicate major
impairment, then the physician must make a statement in the
formulation and medical evaluation containing, at a minimum: Diagnosis
and whether work related or nonwork related; nature and frequency of
treatment; stability of condition and work limitations; impairment.

(xiv) Further treatment needs. In all cases, the examining physician shall
indicate whether further treatment is indicated and the nature, type,
frequency, and duration of treatment recommended.

[Statutory Authority: RCW 51.04.020(4), 51.04.030 and 51.32.080(2). 94-03-073, § 296-20-370, filed 1/17/94, effective

3/1/94. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 82-24-050 (Order 82-39), § 296-20-370, filed 11/29/82,
effective 1/1/83; Order 74-32, § 296-20-370, filed 6/21/74, effective 10/1/74.]

WAC 296-20-380 Categories of permanent respiratory

(1)

(6)

impairments

The FVC and FEV1 are greater than or equal to eighty percent of predicted normal for
the person’s age, gender, and height. The FEV1/FVC ratio is greater than or equal to
.70. Subjective complaints may be present or absent. If exercise testing is done, the

maximum oxygen consumption is greater than 25cc/kilo/min.

The FVC or FEV1 is from seventy to seventy-nine percent of predicted, and if
obstruction is present, the FEV1/FVC ratio is .60 - .69. If exercise testing is done, the
maximum oxygen consumption is 22.5-25cc/kilo/min.

The FVC or FEV1 is from sixty to sixty-nine percent of predicted, and if obstruction is
present, the FEV1/FVC ratio is .60 - .69. If exercise testing is done, the maximum
oxygen consumption is 20-22.4cc/kilo/min.

The FVC or FEV1 is from fifty-one to fifty-nine percent of predicted. The FEV1/FVC
ratio is .51 - .59. If exercise testing is done, the maximum oxygen consumption is 17.5-
19.9cc/kilo/min.

FVC from fifty-one to fifty-nine percent of predicted, or the FEV1 from forty-one to fifty
percent of predicted, and if obstruction is present, the FEV1/FVC ratio is .41 - .50. If
exercise testing is done, the maximum oxygen consumption is 15-17.4cc/kilo/min.

The FVC is equal to or less than fifty percent of predicted or the FEV1 is equal to or
less than forty percent of predicted. The FEV1/FVC ratio is equal to or less than .40. If
exercise testing is done, the maximum oxygen consumption is less than 15cc/kilo/min.

[Statutory Authority: RCW 51.04.020(4), 51.04.030 and 51.32.080(2). 94-03-073, § 296-20-380, filed 1/17/94, effective 3/1/94.
Statutory Authority: RCW 51.04.020(4) and 51.04.030. 82-24-050 (Order 82-39), § 296-20-380, filed 11/29/82, effective 1/1/83;
Order 74-32, § 296-20-380, filed 6/21/74, effective 10/1/74.]
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WAC 296-20-385 Categories of persisting variable respiratory
impairment with normal baseline spirometry

(1) “Normal” bronchial reactivity is demonstrated by an insignificant (less than twenty
percent) fall from baseline FEV1 at test doses of histamine or methacholine, up to 16
mg/ml (continuous inhalation method) or up to 160 breath units (cumulative, repeated
deep breath technique).

(2) “Mild” bronchial hyperactivity (BHR) is a significant (equal to or greater than twenty
percent) fall in the FEV1 at test doses of 2.1-16 mg/ml, or 21-160 breath units.

(3) “‘Moderate” BHR is a significant (equal to or greater than twenty percent) fall in the
FEV1 at test doses of 0.26-2 mg/ml, or 2.6-20 breath units.

(4) “Marked” BHR is a significant (equal to or greater than twenty percent) fall in the FEV1
at test doses equal to or less than .25 mg/ml, or 2.5 breath units.

[Statutory Authority: RCW 51.04.020(4), 51.04.030 and 51.32.080(2). 94-03-073, § 296-20-385, filed 1/17/94, effective 3/1/94.]

WAC 296-20-390 Air passage impairments

(1) Rule for evaluation of permanent air passage impairments:
(a) Categories 2, 3, 4 and 5 include the presence of complaints of whatever degree.
[Order 74-32, § 296-20-390, filed 6/21/74, effective 10/1/74.]

WAC 296-20-400 Categories of permanent air passage
impairments

(1) No objective findings are present. Subjective complaints may be present or absent.

(2) Objective findings of one or more of the following air passage defects: Partial
obstruction of oropharynx, laryngopharynx, larynx, trachea, bronchi, complete
obstruction of nasopharynx or of nasal passages bilaterally. No dyspnea caused by
the air passage defect even on activity requiring prolonged exertion or intensive effort.

(3) Objective findings of one or more of the following air passage defects: Partial
obstruction of oropharynx, laryngopharynx, larynx, trachea, bronchi, complete
obstruction of nhasopharynx or of nasal passages bilaterally, dyspnea caused by the air
passage defect produced only by prolonged exertion or intensive effort.

(4) Objective findings of one or more of the following air passage defects: Partial
obstruction of oropharynx, laryngopharynx, larynx, trachea, bronchi, complete
obstruction of hasopharynx or of nasal passages bilaterally, with permanent
tracheostomy or stoma, dyspnea caused by the air passage defect produced only by
prolonged exertion or intensive effort.

(5) Objective findings of one or more of the following air passage defects: Partial
obstruction of oropharynx, laryngopharynx, larynx, trachea, bronchi, with or without
permanent tracheostomy or stoma if dyspnea is produced by moderate exertion.

(6) Objective findings of one or more of the following air passage defects: Partial
obstruction of oropharynx, laryngopharynx, larynx, trachea, bronchi, with or without
permanent tracheostomy or stoma if dyspnea is produced by mild exertion.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 83-16-066 (Order 83-23), § 296-20-400, filed 8/2/83; Order 74-32, § 296-
20-400, filed 6/21/74, effective 10/1/74.]
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WAC 296-20-410 Nasal septum impairments
(1)  Rules for evaluation of permanent air passage impairments due to nasal septum
perforation.

(@) These categories, if appropriate, are to be used in addition to the categories of
permanent air passage impairment.
(b) Categories 1 and 2 include complaints of whatever degree.

[Order 74-32, § 296-20-410, filed 6/21/74, effective 10/1/74.]

WAC 296-20-420 Categories of permanent air passage
impairment due to nasal septum perforations

(1) Perforation or perforations posterior to the cartilaginous septum.

(2) Perforation or perforations through or anterior to the cartilaginous septum.
[Order 74-32, § 296-20-420, filed 6/21/74, effective 10/1/74.]

WAC 296-20-430 Loss of taste and smell

(1) Rule for evaluation of permanent loss of taste and smell.

(a) If the person being examined can detect any odor or taste, even though it cannot
be named, no category shall be assigned.

[Order 74-32, § 296-20-430, filed 6/21/74, effective 10/1/74.]

WAC 296-20-440 Categories of permanent loss of taste and smell

(1) Loss of sense of taste.
(2) Loss of sense of smell.
[Order 74-32, § 296-20-440, filed 6/21/74, effective 10/1/74.]

WAC 296-20-450 Speech impairments

(1) Rules for evaluation of permanent speech impairments.

(@) The physician making an examination for evaluation of permanent speech
impairment should have normal hearing and the examination should be conducted
in a reasonably quiet office which approximates the noise level conditions of
everyday living.

(b) Selection of the appropriate category of permanent speech impairment shall be
based on direct observation of the speech of the person being examined,
including, but not limited to: Response to interview, oral reading, and counting
aloud. The observation shall be made with the physician about eight feet from the
person being examined both when he faces the physician and with his back to the
physician.

[Order 74-32, § 296-20-450, filed 6/21/74, effective 10/1/74.]

WAC 296-20-460 Categories of permanent speech impairments
(1) No objective findings of significant speech impairment are present. Subjective
complaints may be present or absent.

(2) Can produce speech of sufficient audibility, intelligibility and functional efficiency for
most everyday needs, although this may require effort and occasionally exceed
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capacity; listeners may occasionally ask for repetition and it may be difficult to produce
some elements of speech, and there may be slow speaking and hesitation.

(3) Can produce speech of sufficient audibility, intelligibility and functional efficiency for
many everyday needs, is usually heard under average conditions but may have
difficulty in automobiles, busses, trains, or enclosed areas; can give name, address,
and be understood by a stranger, but may have numerous inaccuracies and have
difficulty articulating; speech may be interrupted, hesitant or slow.

(4) Can produce speech of sufficient audibility, intelligibility and functional efficiency for
some everyday needs such as close conversation, conversation with family and
friends, but has considerable difficulty in noisy places; voice tires rapidly and tends to
become inaudible in a few seconds, strangers may find patient difficult to understand;
patient may be asked to repeat often, and often can only sustain consecutive speech
for brief periods.

(5) Can produce speech of sufficient audibility, intelligibility and functional efficiency for few
everyday needs; can barely be heard by a close listener or over the telephone; may be
able to whisper audibly but has no voice; can produce some speech elements; may
have approximation of a few words such as names of family members which are,
however, unintelligible out of context; cannot maintain uninterrupted speech flow,
speech is labored, and its rate is impractically slow.

(6) Is unable to produce speech of sufficient audibility, intelligibility and functional
efficiency for any everyday needs.

[Order 74-32, § 296-20-460, filed 6/21/74, effective 10/1/74.]

WAC 296-20-470 Skin impairments

(1) Rules for evaluation of permanent skin impairments.

(a) Evaluation of permanent impairment of the skin shall be based upon actual loss of
function and cosmetic factors shall not be considered.
(b) Categories 2, 3, 4, 5 and 6 include the presence of complaints of whatever degree.

[Order 74-32, § 296-20-470, filed 6/21/74, effective 10/1/74.]

WAC 296-20-480 Categories of permanent skin impairments

(1) Objective findings of skin disorder may be present or absent but there is no or minimal
limitation in daily activities. Subjective complaints may be present or absent.

(2) Objective findings of skin disorder are present and there is discomfort and minimal
limitation in the performance of daily activities.

(3) Objective findings of skin disorder are present and there is limitation in some daily
activities, including avoidance of and protective measures against certain chemical or
physical agents. Intermittent symptomatic treatment is required.

(4) Objective findings of skin disorder are present and there is limitation in many daily
activities, including avoidance of and protective measures against certain chemical or
physical agents. Continuous symptomatic treatment is required.

(5) Objective findings of skin disorder are present and there is limitation in most daily
activities, including avoidance of and protective measures against certain chemical or
physical agents. Continuous symptomatic treatment is required.

(6) Objective findings of skin disorder are present and there is limitation in all daily
activities, including avoidance of and protective measures against certain chemical or
physical agents. Continuous symptomatic treatment is required.

[Order 74-32, § 296-20-480, filed 6/21/74, effective 10/1/74.]
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WAC 296-20-490 Impairment of the upper digestive tract,
stomach, esophagus or pancreas
(1)  Rule for evaluation of permanent impairments of the upper digestive tract, stomach,
esophagus or pancreas.
(a) Categories 2, 3, 4 and 5 include complaints of whatever degree.
[Order 74-32, § 296-20-490, filed 6/21/74, effective 10/1/74.]

WAC 296-20-500 Categories of permanent impairments of the
upper digestive tract, stomach, esophagus or
pancreas

(1) No objective findings are present. Subjective complaints may be present or absent.

(2) There are objective findings of digestive tract impairment but no anatomic loss or
alteration, continuous treatment is not required and weight can be maintained at the
medically appropriate level.

(3) There are objective findings of digestive tract impairment, or there is anatomic loss or
alteration. Dietary restrictions and drugs control symptoms, signs and/or nutritional
state, and weight can be maintained at at least 90 percent of medically appropriate
level.

(4) There are objective findings of digestive tract impairment, or there is anatomic loss or
alteration. Dietary restrictions and drugs do not completely control symptoms, signs
and/or nutritional state. Weight can be maintained at 80-90 percent of medically
appropriate level.

(5) There are objective findings of digestive tract impairment, or there is anatomic loss or
alteration. Dietary restrictions and drugs do not control symptoms, signs and/or nutritional
state. Weight cannot be maintained as high as 80 percent of medically appropriate level.

[Order 74-32, § 296-20-500, filed 6/21/74, effective 10/1/74.]
WAC 296-20-510 Lower digestive tract impairments

(1) Rule for evaluation of permanent lower digestive tract impairments.
(a) Categories 2, 3 and 4 include the presence of complaints of whatever degree.
[Order 74-32, § 296-20-510, filed 6/21/74, effective 10/1/74.]

WAC 296-20-520 Categories of permanent lower digestive tract
impairments

(1) No objective findings of impairment of lower digestive tract. Subjective complaints may
be present or absent.

(2) The objective findings of lower digestive tract impairment are infrequent and of brief
duration, and there is limitation of activities, but special diet or medication is not required, and
there are neither systemic manifestations nor impairment of nutrition.

(3) There are objective findings of lower digestive tract impairment or anatomic loss or
alteration and mild gastrointestinal symptoms with occasional disturbance of bowel function,
accompanied by moderate pain and minimal restriction of diet; mild symptomatic therapy may
be necessary; no impairment of nutrition.
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(4) There are moderate to marked intermittent bowel disturbances with continual or
periodic pain; there is restriction of activities and diet during exacerbations, there are
constitutional manifestations such as fever, anemia or weight loss. Includes but is not limited
to any permanent ileostomy or colostomy.

[Order 74-32, § 296-20-520, filed 6/21/74, effective 10/1/74.]

WAC 296-20-530 Impairment of anal function

(1) Rule for evaluation of permanent impairment of anal function.
(a) Categories 2, 3 and 4 include the presence of complaints of whatever degree.
[Order 74-32, § 296-20-530, filed 6/21/74, effective 10/1/74.]

WAC 296-20-540 Categories of permanent impairments of
anal function

(1) No objective findings of impairment of anal function. Subjective complaints may be
present or absent.

(2) There are objective findings of mild organic disease, anatomic loss or alteration with
loss of anal function and mild incontinence involving gas and/or liquid stool.

(3) There are objective findings of moderate anal disease, anatomic loss or alteration with
loss of anal function and moderate incontinence requiring continual care.

(4) There are objective findings of marked anal disease, anatomic loss, alteration and/or
complete fecal incontinence.

[Order 74-32, § 296-20-540, filed 6/21/74, effective 10/1/74.]

WAC 296-20-550 Liver and biliary tract impairments

(1) Rule for evaluation of permanent liver and biliary tract impairments.
(a) Categories 2, 3, 4 and 5 include complaints of whatever degree.
[Order 74-32, § 296-20-550, filed 6/21/74, effective 10/1/74.]

WAC 296-20-560 Categories of permanent liver and biliary tract
impairments

(1) There are no objective findings of impairment of the liver or biliary tract. Subjective
complaints may be present or absent.

(2) There are objective findings on biochemical studies of minimal impairment of liver
function with or without symptoms, or there are occasional episodes of loss of function
of the biliary tract, but nutrition and strength are good.

(3) There are objective findings on biochemical studies of mild impairment of liver function
without symptoms, or there is recurrent biliary tract impairment, but no ascites,
jaundice or bleeding esophageal varices and nutrition and strength are good.

(4) There are objective findings on biochemical studies of moderate impairment of liver
function with jaundice, ascites, bleeding esophageal varices or gastric varices and
nutrition and strength may be affected; or there is irreparable obstruction of the
common bile duct with recurrent cholangitis.
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There are objective findings on biochemical studies of marked impairment of liver
function and nutritional state is poor; or persistent jaundice, bleeding esophageal
varices or gastric varices.

[Order 74-32, § 296-20-560, filed 6/21/74, effective 10/1/74.]

WAC 296-20-570 Impairments of the spleen, loss of one kidney,

(1)

and surgical removal of the bladder with urinary
diversion

Rule for evaluation of permanent impairments of the spleen, loss of one kidney, and
surgical removal of bladder with urinary diversion.

(a) Categories 1, 2 and 3 include complaints of whatever degree.

[Order 74-32, § 296-20-570, filed 6/21/74, effective 10/1/74.]

WAC 296-20-580 Categories of permanent impairment of the

(1)
(2)
)

spleen, loss of one kidney, and surgical removal
of bladder with urinary diversion

Loss of spleen by splenectomy after age eight.
Loss of one kidney by surgery or complete loss of function of one kidney.
Surgical removal of bladder with urinary diversion.

[Order 74-32, § 296-20-580, filed 6/21/74, effective 10/1/74.]

WAC 296-20-590 Impairment of upper urinary tract

(1)

Rule for evaluation of permanent impairment of upper urinary tract.

(a) Categories 2, 3, 4 and 5 include the presence of complaints of whatever nature.

[Order 74-32, § 296-20-590, filed 6/21/74, effective 10/1/74.]

WAC 296-20-600 Categories of permanent impairments of upper

(1)
(2)

urinary tract

No objective findings of impairment of upper urinary tract. Subjective complaints may be
present or absent.

Loss of upper urinary function as evidenced by creatinine clearance of 75 to 90
liters/24 hr. (52 to 62.5 ml/min) and PSP excretion of 15 percent to 20 percent in 15
minutes; or if there are intermittent objective findings of upper urinary tract disease or
dysfunction not requiring continuous treatment or surveillance.

Loss of upper urinary tract function as evidenced by creatinine clearance of 60 to 75
liters/24 hr. (42 to 52 ml/min) and PSP excretion of 10 percent to 15 percent in 15
minutes; or although function is greater than these levels, there are objective findings
of upper urinary tract disease or dysfunction requiring continuous surveillance and
frequent symptomatic treatment.

Loss of upper urinary tract function as evidenced by creatinine clearance of 40 to 60
liters/24 hr. (28 to 42 ml/min) and PSP excretion of 5 percent to 10 percentin 15
minutes; or although function is greater than these levels, there are objective findings
of mild or moderate upper urinary tract disease or dysfunction which can be only
partially controlled.
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(5) Loss of upper urinary tract function as evidenced by creatinine clearance below 40
liters/24 hr. (28 ml/min) and PSP excretion below 5 percent in 15 minutes; or although
function is greater than these levels there are objective findings of severe upper urinary
tract disease or dysfunction which persists despite continuous treatment.

[Order 74-32, § 296-20-600, filed 6/21/74, effective 10/1/74.]

WAC 296-20-610 Additional permanent impairments of upper
urinary tract due to surgical diversion

(1)  Rule for evaluation of additional permanent impairments of upper urinary tract due to
surgical diversion.

(@) These categories include the presence of complaints of whatever degree.
[Order 74-32, § 296-20-610, filed 6/21/74, effective 10/1/74.]

WAC 296-20-620 Categories of additional permanent impairments
of upper urinary tract due to surgical diversion

(1) Uretero-intestinal diversion or cutaneous ureterostomy without intubation.
(2) Nephrostomy or intubated ureterostomy.
[Order 74-32, § 296-20-620, filed 6/21/74, effective 10/1/74.]

WAC 296-20-630 Impairment of bladder function

(1) Rules for evaluation of permanent impairment of bladder function.

(@) In making examinations for evaluation of impairments of bladder function,
physicians shall use objective techniques including, but not limited to, cystoscopy,
cystography, voiding cystourethrography, cystometry, uroflometry, urinalysis and
urine culture.

(b) Categories 2, 3, 4 and 5 include the presence of complaints of whatever degree.

[Order 74-32, § 296-20-630, filed 6/21/74, effective 10/1/74.]

WAC 296-20-640 Categories of permanent impairments of bladder
function

(1) No objective findings are present. Subjective complaints may be present or absent.

(2) Objective findings of bladder dysfunction, intermittent treatment required, but there is
no dysfunction between such intermittent attacks.

(3) Objective findings of bladder dysfunction, continuous treatment required or there is
good bladder reflex activity but no voluntary control.

(4) Obijective findings of bladder dysfunction, there is poor reflex activity with intermittent
dribbling and no voluntary control.

(5) Objective findings of bladder dysfunction, there is no reflex or voluntary control and
there is continuous dribbling.

[Order 74-32, § 296-20-640, filed 6/21/74, effective 10/1/74.]

WAC 296-20-650 Anatomical or functional loss of testes

(1) Rule for evaluation of permanent anatomical or functional loss of testes.
(a) Categories 2, 3, 4 and 5 include the presence of whatever complaints.
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[Order 74-32, § 296-20-650, filed 6/21/74, effective 10/1/74.]

WAC 296-20-660 Categories of permanent anatomical or

functional loss of testes

No objective findings. Subjective complaints may be present or absent.
Anatomical or functional loss of one testicle.

Anatomical or functional loss of both testes after the age of 65.

Anatomical or functional loss of both testes between the ages of 40 and 65.

5) Anatomical or functional loss of both testes before the age of 40.

[Order 74-32, § 296-20-660, filed 6/21/74, effective 10/1/74.]

WAC 296-20-670 Disability

(1) The rules for determining disability are as follows:

(@)

(b)

(c)

The determination of the percentage of disability in terms of total bodily impairment
for any category is solely an administrative function and shall be done only in
accordance with the tables of disability listed in WAC 296-20-680 and 296-20-690,
or as otherwise provided in this chapter.

When the industrial injury or occupational disease has caused further impairment
to a bodily area where permanent bodily impairment existed prior to the industrial
injury or occupational disease, the department shall award the percentage
difference between the disability for the category of impairment which preexisted
the industrial injury or occupational disease and the disability for the category of
permanent impairment existing after the industrial injury or occupational disease.
Neither the combined values chart provided in the guides to the evaluation of
permanent impairment nor any other formula for the combination of the disabilities
to different body areas or organ systems used in any other nationally recognized
guide for determining bodily impairments shall be applied in computing the amount
of disabilities to be awarded under these rules.

Except as otherwise specifically provided, a percentage of total bodily impairment
in one body area or system shall not be added to or combined with a percentage
of total bodily impairment from another body area or system; the percentages for
each body area or system shall be stated separately.

[Order 74-32, § 296-20-670, filed 6/21/74, effective 10/1/74.]
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WAC 296-21-270 Psychiatric services

The following rules supplements information contained in the fee schedules regarding
coverage and reimbursement for psychiatric services.

Treatment of mental conditions to workers is to be goal directed, time limited, intensive, and
limited to conditions caused or aggravated by the industrial condition. Psychiatric services to
workers are limited to those provided by psychiatrists and licensed psychologists, and
according to department policy. For purposes of this rule, the term “psychiatric” refers to
treatment by psychologists as well as psychiatrists.

Initial evaluation, and subsequent treatment must be authorized by department staff, as
outlined by department policy. The report of initial evaluation, including test results, and
treatment plan are to be sent to the worker’s attending provider, as well as the department. A
copy of sixty-day narrative reports to the department is also to be sent to the attending
provider.

All providers are bound by the medical aid rules in chapter 296-20 WAC. Reporting
requirements are defined in chapter 296-20 WAC. In addition, the following are required:
Testing results with scores, scales, and profiles; report of raw data sufficient to allow
reassessment by a panel or independent medical examiner. Use of the current Diagnostic and
Statistical Manual of the American Psychiatric Association axis format in the initial evaluation
and sixty-day narrative reports, and explanation of the numerical scales are required.

A report to the department will contain, at least, the following elements:

Subjective complaints;

Objective observations;

Assessment of the worker’s condition and goals accomplished; and
Plan of care.

The codes, reimbursement levels, and other policies for psychiatric services are listed in the
fee schedules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-21-270, filed 8/1/93, effective 9/1/93.]

WAC 296-21-280 Biofeedback rules

Procedures listed in the fee schedules are for use by medical doctors, osteopathic physicians,
licensed psychologists and other qualified providers as determined by department policy. All
providers of biofeedback are bound by the medical aid rules and fee schedule for biofeedback
services.

Administration of biofeedback treatment is limited to those practitioners who are certified by
the Biofeedback Certification Institute of America or who meet the minimum education,
experience, and training qualifications to be so certified. Those practitioners wishing to
administer biofeedback treatment to workers, must submit a copy of their biofeedback
certification or supply evidence of their qualifications to the department or self-insurer.

(1) The department will authorize biofeedback treatment for the following conditions when
accepted under the industrial insurance claim:

a) Idiopathic Raynaud’s disease;
b) Temporomandibular joint dysfunction;
) Myofascial pain dysfunction syndrome (MPD);
) Tension headaches;
) Migraine headaches;
Tinnitus;
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Torticollis;

Neuromuscular reeducation as result of neurological damage in CVA or spinal
cord injury;

Inflammatory and/or musculoskeletal disorders causally related to the accepted
condition.

(2) Twelve biofeedback treatments in a ninety-day period will be authorized for the above
conditions when the following is presented:

(@)

An evaluation report documenting:
(i) The basis for the claimant’s condition;
(i) The condition’s relationship to the industrial injury;

(iii)  An evaluation of the claimant’s current functional measurable modalities (i.e.,
range of motion, up time, walking tolerance, medication intake, etc.);

(iv)  An outline of the proposed treatment program;
(v) An outline of the expected restoration goals.

No further biofeedback treatments will be authorized or paid for without
substantiation of evidence of improvement in measurable, functional modalities
(i.e., range of motion, up time, walking tolerance, medication intake, etc.). Only
one additional treatment block of twelve treatments per ninety days will be
authorized. Requests for biofeedback treatment beyond twenty-four treatments or
one hundred eighty days will be granted only after file review by and on the advice
of the department’s medical consultant.

In addition to treatment, pretreatment and periodic evaluation will be authorized.
Follow-up evaluation can be authorized at one, three, six, and twelve months
posttreatment.

At the department’s option, a concurring opinion may be required regarding
relationship of the condition to the industrial injury and/or need for biofeedback
treatment.

The codes, reimbursement levels, and other policies for biofeedback services are
listed in the fee schedules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-21-280, filed 8/1/93, effective 9/1/93.]

WAC 296-21-290 Physical medicine

(1

Whom does the department authorize and pay for physical medicine or
physical therapy services? The department or self-insurer may authorize and
pay for physical medicine services from the following providers:

° A medical or osteopathic physician who is "board certified or board
qualified" in the field of physical medicine and rehabilitation; or

A licensed physical therapist; or

The injured worker's attending doctor, within the limitations listed below.
The physical medicine services must be personally performed by the:
Physical medicine and rehabilitation physician; or

Attending doctor; or

Licensed physical therapist; or

Physical therapist assistant employed by and serving under the direction
of a registered physical therapist, physical medicine and rehabilitation
physician, or attending doctor.
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Note: Licensed physical therapy provider rules are contained in chapter 296-23 WAC.

(2) When may the department or self-insurer pay the attending doctor for physical
medicine services? The department or self-insurer may pay the attending doctor
to provide physical medicine modalities and/or procedures in the following

situations:

(a) The attending doctor's scope of practice includes physical medicine
modalities and procedures.

(b) Only the physical medicine modalities and procedures allowed under
the department's fee schedules and payment policies will be authorized
or paid.

(c) No more than six physical medicine visits may be authorized and paid to

the attending doctor. If the worker requires treatment beyond six visits,
the worker must be referred to a licensed physical therapist or a board
certified or qualified physical medicine and rehabilitation physician for
such treatment. Payments will be made in accordance with the
department's fee schedules and payment policies.

(d) In remote areas, where no physical medicine and rehabilitation
specialist, licensed physical therapist or physical therapist assistant is
available, physical medicine visits required by the patient's accepted
condition(s) may be authorized and paid to the attending doctor.
Payments will be made in accordance with the department's fee
schedules and payment policies.

(e) The attending doctor may bill for office visits in addition to the physical
medicine services only when a separately identifiable office visit service
is provided in addition to the physical medicine service.

(3) What codes and fees are payable for physical medicine services?

° The codes, reimbursement levels, and other policies for physical
medicine services are listed in the department's Medical Aid Rules and
Fee Schedules. Physicians licensed in physical medicine and licensed
physical therapists use CPT and/or HCPCS codes, rules and payment
policies as listed in the department's Medical Aid Rules and Fee
Schedules or provider bulletins.

° Attending doctors must use the local codes, rules and payment policies
published in the department's Medical Aid Rules and Fee Schedules or
provider bulletins.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080. 00-09-078, § 296-21-290, filed 4/18/00, effective 7/1/00. Statutory
Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-21-290, filed 8/1/93, effective 9/1/93.]
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WAC 296-23-135 General information-Radiology

(1) Rules and billing procedures pertaining to all practitioners rendering services to workers
are presented in the general instruction section beginning with WAC 296-20-010.

(2) Billing codes, reimbursement levels, and supporting policies are listed in the fee
schedules.

(3) Refer to WAC 296-20-132 and 296-20-135 for information regarding use of the
conversion factors.

(4) Refer to the fee schedules for information on use of coding modifiers.

(5) The values listed in the fee schedules only apply when these services are performed by
or under the responsible supervision of a doctor.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 c 159. 94 -14-044, § 296-23-135, filed 6/29/94, effective 7/30/94; 93-
16-072, § 296-23-135, filed 8/1/93, effective 9/1/93.]

WAC 296-23-140 Custody of x-rays

(1) Radiographs should not be sent to the department or self-insurer unless they are
requested for comparison and interpretation in determining a permanent disability,
administrative or legal decisions, and for cases in litigation. X-rays must be retained for
a period of ten years by the radiologist or the attending doctor.

(2) X-rays must be made available upon request to consultants, to medical examiners, to
the department, to self-insurers, and/or the board of industrial insurance appeals.

(3) In cases where the worker transfers from one doctor to another, the former attending
doctor will immediately forward all films in his possession to the new attending doctor.

(4) When a doctor’s office is closed because of death, retirement, or upon leaving the state,
department approved custodial arrangements must be made to insure availability on
request. If a radiological office is closed for any of the previously listed reasons or
because the partnership or corporation is being dissolved, disposition of x-rays for
industrial injuries will be handled in the same manner. In the event custodial
arrangements are to be made, the department must approve the arrangements prior to
transfer of x-rays to the custodian so as to assure their availability to the department or
self-insurer upon request.

(5) Refer to chapter 296-20 WAC (including WAC 296-20-125) and to chapter 296-21 WAC
for additional information.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-140, filed 8/1/93, effective 9/1/93.]

WAC 296-23-145 Duplication of x-rays and extra views

Every attempt should be made to minimize the number of x-rays taken for workers. The
attending doctor or any other person or institution having possession of x-rays which pertain to
the injury and are deemed to be needed for diagnostic or treatment purposes should make
these x-rays available upon request.

The department or self-insurer will not authorize or pay for additional x-rays when recent
x-rays are available except when presented with adequate information regarding the need to
re-x-ray.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-145, filed 8/1/93, effective 9/1/93.]
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WAC 296-23-155 Pathology general information and instructions

(1) Rules and billing procedures pertaining to all practitioners rendering service to workers
are presented in general information section beginning with WAC 296-20-010.

(2) Refer to WAC 296-20-132 and 296-20-135 for information regarding use of the
conversion factors.

(3) Refer to the fee schedules for information on use of coding modifiers.

(4) Billing codes, reimbursement levels, and supporting policies are listed in the fee
schedules.

(5) The reimbursement levels listed in the fee schedules apply only when the services are
performed by or under the responsible supervision of a physician. Unless otherwise
specified, the listed values include the collection and handling of the specimens by the
laboratory performing the procedure. SERVICES IN PATHOLOGY AND LABORATORY are
provided by the pathologist or by technologists under responsible supervision of a
physician.

(6) Laboratory procedures performed by other than the billing physician shall be billed at the
value charged that physician by the reference (outside) laboratory under the individual
procedure number or the panel procedure number listed under “PANEL OR PROFILE
TESTS” (see modifier -90).

(7) The department or self-insurer may deny payment for lab procedures which are
determined to be excessive or unnecessary for management of the injury or conditions.

(8) Separate or multiple procedures: It is appropriate to designate multiple procedures that
are rendered on the same date by separate entries.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 94 -14-044, § 296-23-155, filed 6/29/94, effective 7/30/94; 93-
16-072, § 296-23-155, filed 8/1/93, effective 9/1/93.]

WAC 296-23-160 General information and instructions

(1)  The department or self-insurer is responsible only for repair or replacement of teeth
injured or prosthodontics broken as a result of an industrial injury.

(2) Information pertaining to industrial claims is explained in WAC 296-20-010.

(3) Information pertaining to reports of accident is outlined in WAC 296-20-025.

(4) Information pertaining to the care of workers is explained in WAC 296-20-110.

(5) An estimate of cost is not needed prior to authorization of dental work unless indicated

due to the extensive nature of the dental work. The department or self-insurer reserves
the right to review all charges billed.

(6) Billing instructions are listed in WAC 296-20-125. Bills for services must be itemized,
specifying tooth numbers and materials used. No services will be paid on rejected or
closed claims except those rendered in conjunction with a reopening application.

(7) Billing codes, billing modifiers, reimbursement levels, and supporting policies are listed in the
fee schedules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-160, filed 8/1/93, effective 9/1/93.]
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WAC 296-23-165 Miscellaneous services and appliances

(1)

The department or self-insurer will reimburse for certain proper and necessary
miscellaneous services and items needed as a result of an industrial accident. Nursing
care, attendant services, transportation, hearing aids, eyeglasses, orthotics and
prosthetics, braces, medical supplies, oxygen systems, walking aids, and durable
medical equipment are included in this classification.

(@) When a fee maximum has been established, the rate of reimbursement for

miscellaneous services and items will be the supplier's usual and customary charge
or the department's current fee maximum, whichever is less. In no case may a
supplier or provider charge a worker the difference between the fee maximum and
their usual and customary charge.

(b)  When the department or self-insurer has established a purchasing contract with a

qualified supplier through an open competitive request for proposal process, the
department or self-insurer will require that workers obtain specific groups of items
from the contractor. When items are obtained from a contractor, the contractor will
be paid at the rates established in the contract. When a purchasing contract for a
selected group of items exists, suppliers who are not named in the contract will be
denied reimbursement if they provide a contracted item to a worker. The
noncontracting supplier, not the worker, will be financially responsible for providing
an item to a worker when it should have been supplied by a contractor. This rule
may be waived by an authorized representative of the department or self-insurer in
special cases where a worker's attending doctor recommends that an item be
obtained from another source for medical reasons or reasons of availability. In such
cases, the department may authorize reimbursement to a supplier who is not named
in a contract. Items or services may be provided on an emergency basis without
prior authorization, but will be reviewed for appropriateness to the accepted
industrial condition and medical necessity on a retrospective basis.

The department or self-insurer will inform providers and suppliers of the selected groups
of items for which purchasing contracts have been established, including the beginning
and ending dates of the contracts.

Prior authorization by an authorized representative of the department or self-insurer will
be equired for reimbursement of selected items and services which are provided to
workers. Payment will be denied for selected items or services supplied without prior
authorization. The supplier, not the worker, will be financially responsible for providing
selected items or services to workers without prior authorization. In cases where a
worker's doctor recommends rental or purchase of a contracted item from a supplier who
lacks a contract agreement, prior authorization will be required.

The decision to grant or deny prior authorization for reimbursement of selected services
or items will be based on the following criteria:

(a) The worker is eligible for coverage.

(b) The service or item prescribed is appropriate and medically necessary for
treatment of the worker's accepted industrial condition.

The decision to rent or purchase an item will be made based on a comparison of the
projected rental costs of the item with its purchase price. An authorized representative
of the department or self-insurer will decide whether to rent or purchase certain items
provided they are appropriate and medically necessary for treatment of the worker's
accepted condition. Decisions to rent or purchase items will be based on the following
information:
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(a) Purchase price of the item.
(b) Monthly rental fee.
(c) The prescribing doctor's estimate of how long the item will be needed.

(5) The department will review the medical necessity, appropriateness, and quality of items
and services provided to workers.

(6) The department's statement for miscellaneous services form or electronic transfer format
specifications must be used for billing the department for miscellaneous services,
equipment, supplies, appliances, and transportation. Bills must be itemized according to
instructions in WAC 296-20-125 and the department or self-insurer's billing instructions.
Bills for medical appliances and equipment must include the type of item, manufacturer
name, model name and number, and serial number.

(7) All miscellaneous materials, supplies and services must be billed using the appropriate
HCPCS Level Il codes and billing modifiers. HCPCS codes are listed in the fee
schedules.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.060, 51.32.072, and 7.68.070. 01-18-041, § 296-23-165, filed 8/29/01,
effective 10/1/01. Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 c 159. 93-16-072, § 296-23-165, filed 8/1/93,
effective 9/1/93.]

WAC 296-23-170 Nursing services

Refer to WAC 296-20-132 and 296-20-135 for information regarding use of the conversion
factors.

See WAC 296-20-091 for qualifications. The codes and fees for home nursing services are
listed in

the fee schedules.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.060, 51.32.072, and 7.68.070. 01-18-041, § 296-23-170, filed 8/29/01,
effective 10/1/01. Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-170, filed 8/1/93,
effective 9/1/93.]

WAC 296-23-175 Stimulators

For qualifications regarding prior authorization and billing of stimulators refer to chapter 296-23
WAC (Miscellaneous services and appliances), WAC 296-20-1102, and 296-20-125.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-175, filed 8/1/93, effective 9/1/93.]

WAC 296-23-180 Vehicle and home modification

Requires prior approval from the assistant director for industrial insurance.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 96-10-086, § 296-23-180, filed 5/1/96, effective 7/1/96. Statutory
Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-180, filed 8/1/93, effective 9/1/93.]

WAC 296-23-185 Drug and alcohol rehabilitation services

Authorization requirements for these services may be found in WAC 296-20-03001 and 296-
20-055.

[Statutory Authority: RCW 51.04.020(4) and 51.04.030. 96-10-086, § 296-23-185, filed 5/1/96, effective 7/1/96. Statutory
Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-185, filed 8/1/93, effective 9/1/93.]
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WAC 296-23-195 Chiropractic consultations
See WAC 296-20-035, 296-20-045, and 296-20-051 for rules pertaining to consultation.

Chiropractic consultation requires prior notification to the department or self-insurer.
Consultants must be from an approved list of chiropractic consultants.

The codes and reimbursement levels for chiropractic consultations services are listed in the
fee schedules.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-195, filed 8/1/93, effective 9/1/93.]

WAC 296-23-205 General instructions-Naturopathic physicians

(1) Refer to WAC 296-20-010 through 296-20-125 regarding general rules and billing
procedures.

(2) Refer to WAC 296-20-132 and 296-20-135 regarding the use of conversion factors.

(3) In addition to general rules found in WAC 296-20-010 through 296-20-125, the following
rules apply to naturopathic physicians:

(a) If the naturopathic physician is dual licensed, all treatment rendered by the
practitioner must be billed as “treatment of the day.” Further, the practitioner must
elect and notify the department or self-insurer, which type of treatment he is providing
for the injured worker, and abide by rules pertaining to area of elected treatment.

(b) Naturopathic physicians utilizing hydro-; mechano-; and/or electro- therapy modalities
cannot bill for those services in addition to office visit services. Office visit includes
treatment of the day.

(c) No more than one office visit will be allowed per day, except on the initial and next
two subsequent visits. The attending doctor must submit a detailed report regarding
the need for the additional treatment.

(d) If necessary, x-rays may be taken immediately prior to and following the initial
naturopathic physician treatment without prior authorization.

(e) X-rays immediately prior to and following each subsequent naturopathic physician
treatment will be disallowed, unless previously authorized.

) Prior authorization must be obtained for x-rays subsequent to initial treatment.

(9) Payment will not be made for excessive or unnecessary x-rays. No payment will be

made for x-rays taken on rejected or closed claims, except those taken in conjunction
with a reopening application.

(h) See chapter 296-23 WAC for custody requirements for x-rays.
(4) Drugless therapy as a maintenance or supportive measure will not be authorized or paid.

(5) Treatment beyond the first twenty treatments or sixty days, whichever occurs first, will
not be authorized without submission of a consultation report or a comprehensive
comparative exam report regarding need for further care.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-205, filed 8/1/93, effective 9/1/93.]
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WAC 296-23-215 Office visits and special services-Naturopathic
physicians

Definitions:

Routine office visit: A level of service pertaining to the evaluation and treatment of a
condition requiring only an abbreviated history and exam.

Extended office visit: A level of service pertaining to an evaluation of patient with a new or
existing problem requiring a detailed history, review of records, exam, and a formal conference
with patient or family to evaluate and/or adjust therapeutic treatment management and
progress.

Comprehensive office visit: A level of service pertaining to an indepth evaluation of a
patient with a new or existing problem, requiring development or complete reevaluation of
treatment data; includes recording of chief complaints and present illness, family history, past
treatment history, personal history, system review; and a complete exam to evaluate and
determine appropriate therapeutic treatment management and progress.

Reporting:

Reporting requirements are outlined in WAC 296-20-06101. The department or self-insurer
will accept a brief narrative report of treatment received and the patient’s progress as
supporting documentation for billings in lieu of routine follow-up office notes.

Modifiers:

-22 Unusual services: When treatment services provided are greater than that usually
required for listed procedures. Use of this modifier must be based on the injured worker’s
need for extended or unusual care. A report is required. The modifier -22 should be added to
the procedure number.

-52 Reduced services: Under certain circumstances no treatment may be given, in these
cases the procedure should be reduced by ten units and modifier -52 should be added to the
procedure number.

Material supplied by doctor:

Department or self-insurer will reimburse the doctor for materials supplied, i.e., cervical collars,
heel lifts, etc., at cost only. See RCW 19.68.010, professional license statutes.

All supplies and materials must be billed using HCPCS Level Il codes as listed in the fee
schedules.

The codes and reimbursement levels are listed in the fee schedules.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-215, filed 8/1/93, effective 9/1/93.]

WAC 296-23-220 Physical therapy rules

Practitioners should refer to WAC 296-20-010 through 296-20-125 for general information ]
and rules pertaining to the care of workers.

Refer to WAC 296-20-132 and 296-20-135 regarding the use of conversion factors.
All supplies and materials must be billed using HCPCS Level Il codes. Refer to chapter
296-21 WAC for additional information. HCPCS codes are listed in the fee schedules.

Refer to chapter 296-20 WAC (WAC 296-20-125) and to the department's billing instructions
for additional information.

Physical therapy treatment will be reimbursed only when ordered by the worker's attending
doctor and rendered by a licensed physical therapist or a physical therapist assistant serving
under the direction of a licensed physical therapist. Doctors rendering physical therapy should
refer to WAC 296-21-290.
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The department or self-insurer will review the quality and medical necessity of physical therapy
services provided to workers. Practitioners should refer to WAC 296-20-01002 for the
department's rules regarding medical necessity and to WAC 296-20-024 for the department's
rules regarding utilization review and quality assurance.

The department or self-insurer will pay for a maximum of one physical therapy visit per day.
When multiple treatments (different billing codes) are performed on one day, the department
or self-insurer will pay either the sum of the individual fee maximums, the provider's usual and
customary charge, or (($99:00)) $102.65 whichever is less. These limits will not apply to
physical therapy that is rendered as part of a physical capacities evaluation, work hardening
program, or pain management program, provided a qualified representative of the department
or self-insurer has authorized the service.

The department will publish specific billing instructions, utilization review guidelines, and
reporting requirements for physical therapists who render care to workers.

Use of diapulse or similar machines on workers is not authorized. See WAC 296-20-03002 for
further information.

A physical therapy progress report must be submitted to the attending doctor and the
department or the self-insurer following twelve treatment visits or one month, whichever occurs
first. Physical therapy treatment beyond initial twelve treatments will be authorized only upon
substantiation of improvement in the worker's condition. An outline of the proposed treatment
program, the expected restoration goals, and the expected length of treatment will be required.

Physical therapy services rendered in the home and/or places other than the practitioner's
usual and customary office, clinic, or business facilities will be allowed only upon prior
authorization by the department or self-insurer.

No inpatient physical therapy treatment will be allowed when such treatment constitutes the
only or major treatment received by the worker. See WAC 296-20-030 for further information.

The department may discount maximum fees for treatment performed on a group basis in
cases where the treatment provided consists of a nonindividualized course of therapy (e.g.,
pool therapy; group aerobics; and back classes).

Biofeedback treatment may be rendered on doctor's orders only. The extent of biofeedback
treatment is limited to those procedures allowed within the scope of practice of a licensed
physical therapist. See chapter 296-21 WAC for rules pertaining to conditions authorized and
report requirements.

Billing codes and reimbursement levels are listed in the fee schedules.
[Note: Most recent WAC history information was not available at the time of printing.]

[Statutory Authority: RCW 51.04.020(1) and 51.04.030. 01-10-026, § 296-23-220, filed 4/24/01, effective 7/1/01; 00-09-077, §
296-23-220, filed 4/18/00, effective 7/1/00. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 99-10-043, § 296-23-220,
filed 4/30/99, effective 7/1/99; 98-09-125, § 296-23-220, filed 4/22/98, effective 7/1/98; 97-10-017, § 296-23-220, filed 4/28/97,
effective 7/1/97; 96-10-086, § 296-23-220, filed 5/1/96, effective 7/1/96; 95-05-072, § 296-23-220, filed 2/15/95, effective 3/18/95.
Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 94-02-045, § 296-23-220, filed 12/30/93, effective 3/1/94; 93-16-
072, § 296-23-220, filed 8/1/93, effective 9/1/93.]

WAC 296-23-225 Work hardening

The department will publish billing instructions, reimbursement limits, quality assurance
standards, utilization review guidelines, admission criteria, outcome criteria, measures of
effectiveness, minimum staffing levels, certification requirements, special reporting
requirements, and other criteria that will ensure workers receive good quality services at
cost-effective payment levels. Providers will be required to meet the department’s requirements
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in order to qualify as a work hardening provider. The department may also establish a
competitive or other appropriate selection process for work hardening providers. Providers
should refer to WAC 296-20-12050 regarding special programs.

Billing codes and reimbursement levels are listed in the fee schedules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-225, filed 8/1/93, effective 9/1/93.]

WAC 296-23-230 Occupational therapy rules

Practitioners should refer to WAC 296-20-010 through 296-20-125 for general information
andrules pertaining to the care of workers.

Refer to WAC 296-20-132 and 296-20-135 for information regarding the conversion factors.

All supplies and materials must be billed using HCPCS Level Il codes, refer to the
department's billing instructions for additional information.

Occupational therapy treatment will be reimbursed only when ordered by the worker's
attending doctor and rendered by a licensed occupational therapist or an occupational
therapist assistant serving under the direction of a licensed occupational therapist. Vocational
counselors assigned to injured workers by the department or self-insurer may request an
occupational therapy evaluation. However, occupational therapy treatment must be ordered
by the worker's attending doctor.

An occupational therapy progress report must be submitted to the attending doctor and the
department or self-insurer following twelve treatment visits or one month, whichever occurs
first. Occupational therapy treatment beyond the initial twelve treatments will be authorized
only upon substantiation of improvement in the worker's condition. An outline of the proposed
treatment program, the expected restoration goals, and the expected length of treatment will
be required.

The department or self-insurer will review the quality and medical necessity of occupational
therapy services. Practitioners should refer to WAC 296-20-01002 for the department's
definition of medically necessary and to WAC 296-20-024 for the department's rules regarding
utilization review and quality assurance.

The department will pay for a maximum of one occupational therapy visit per day. When
multiple treatments (different billing codes) are performed on one day, the department or self-
insurer will pay either the sum of the individual fee maximums, the provider's usual and
customary charge, or (($99:00)) $102.65 whichever is less. These limits will not apply to
occupational therapy which is rendered as part of a physical capacities evaluation, work
hardening program, or pain management program, provided a qualified representative of the
department or self-insurer has authorized the service.

The department will publish specific billing instructions, utilization review guidelines, and
reporting requirements for occupational therapists who render care to workers.

Occupational therapy services rendered in the worker's home and/or places other than the
practitioner's usual and customary office, clinic, or business facility will be allowed only upon
prior authorization by the department or self-insurer.

No inpatient occupational therapy treatment will be allowed when such treatment constitutes
the only or major treatment received by the worker. See WAC 296-20-030 for further
information.

The department may discount maximum fees for treatment performed on a group basis in
cases where the treatment provided consists of a nonindividualized course of therapy (e.g.,
pool therapy; group aerobics; and back classes).
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Billing codes, reimbursement levels, and supporting policies for occupational therapy services
are listed in the fee schedules.

[Note: Most recent WAC history information was not available at the time of printing.]

[Statutory Authority: RCW 51.04.020(1) and 51.04.030. 01-10-026, § 296-23-230, filed 4/24/01, effective 7/1/01; 00-09-077, §
296-23-230, filed 4/18/00, effective 7/1/00. Statutory Authority: RCW 51.04.020(4) and 51.04.030. 99-10-043, § 296-23-230,
filed 4/30/99, effective 7/1/99; 98-09-125, § 296-23-230, filed 4/22/98, effective 7/1/98; 97-10-017, § 296-23-230, filed 4/28/97,
effective 7/1/97; 96-10-086, § 296-23-230, filed 5/1/96, effective 7/1/96; 95-05-072, § 296-23-230, filed 2/15/95, effective 3/18/95.
Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 94-02-045, § 296-23-230, filed 12/30/93, effective 3/1/94; 93-16-
072, § 296-23-230, filed 8/1/93, effective 9/1/93.]

WAC 296-23-235 Work hardening

The department will publish billing instructions, reimbursement limits, quality assurance
standards, utilization review guidelines, admission criteria, outcome criteria, measures of
effectiveness, minimum staffing levels, certification requirements, special reporting
requirements, and other criteria that will ensure workers receive good quality services at
cost-effective payment levels. Providers will be required to meet the department’s
requirements in order to qualify as a work hardening provider. The department may also
establish a competitive or other appropriate selection process for work hardening providers.
Providers should refer to WAC 296-20-12050 regarding special programs.

Billing codes, reimbursement levels, and supporting policies for work hardening services are
listed in the fee schedules.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-235, filed 8/1/93, effective 9/1/93.]

WAC 296-23-240 Licensed nursing rules

(1) Registered nurses and licensed practical nurses may perform private duty nursing care
in industrial injury cases when the attending physician deems this care necessary.
Registered nurses may be reimbursed for services as outlined by department policy.
(See chapter 296-20 WAC for home nursing rules.)

(2) Advanced registered nurse practitioners (ARNPs) may perform advanced and
specialized levels of nursing care on a fee for service basis in industrial injury cases
within the limitations of this section. ARNPs may be reimbursed for services as outlined
by department policy.

(3) In order to treat workers under the Industrial Insurance Act, the advanced registered
nurse practitioner must be:

(a) Recognized by the Washington state board of nursing or other government agency as
an advanced registered nurse practitioner (ARNP). For out-of-state nurses an
equivalent title and training may be approved at the department’s discretion.

(b) Capabile of providing the department with evidence and documentation of a reliable
and rapid system of obtaining physician consultations.

(4) Billing procedures outlined in the medical aid rules and fee schedules apply to all nurses.

(5) Advanced registered nurse practitioners cannot sign accident report forms or time loss
cards.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93- 16-072, § 296-23-240, filed 8/1/93, effective 9/1/93.]

WAC 296-23-245 Licensed nursing billing instructions

(1) Registered nurses may be required to obtain provider account numbers from the
department as outlined by department policy.
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(2) Advanced registered nurse practitioners must obtain provider account numbers from
the department.

(3) Refer to WAC 296-20-132 and 296-20-135 for information regarding the conversion
factors.

(4) Refer to the department's billing instructions for additional information.

(5) Services performed by advanced registered nurse practitioners must be billed using the
appropriate procedure code number listed in the fee schedules preceded by a Type of
Service Code "N." The rate of reimbursement for the services billed by advanced
registered nurse practitioners will be ninety percent of the value listed in the fee
schedules.

(6) Refer to WAC 296-20-303 for rules regarding home attendant services.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.060, 51.32.072, and 7.68.070. 01-18-041, § 296-23-245, filed 8/29/01,
effective 10/1/01. Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-245, filed 8/1/93,
effective 9/1/93.]

WAC 296-23-250 Massage therapy rules

Practitioners should refer to WAC 296-20-010 through 296-20-125 for general information and
rules pertaining to the care of workers. See WAC 296-20-125 for billing instructions.

Refer to WAC 296-20-132 and 296-20-135 for information regarding use of the conversion
factors.

Massage therapy treatment will be permitted when given by a licensed massage practitioner
only upon written orders from the worker’s attending doctor.

A progress report must be submitted to the attending doctor and the department or the
self-insurer following six treatment visits or one month, whichever comes first. Massage
therapy treatment beyond the initial six treatments will be authorized only upon substantiation
of improvement in the worker’s condition in terms of functional modalities, i.e., range of motion;
sitting and standing tolerance; reduction in medication; etc. In addition, an outline of the
proposed treatment program, the expected restoration goals, and the expected length of
treatment will be required.

Massage therapy in the home and/or places other than the practitioners usual and customary
business facilities will be allowed only upon prior justification and authorization by the
department or self-insurer.

No inpatient massage therapy treatment will be allowed when such treatment constitutes the
only or major treatment received by the worker. See WAC 296-20-030 for further information.

Massage therapy treatments exceeding once per day must be justified by attending doctor.

Billing codes, reimbursement levels, and supporting policies for massage therapy services are
listed in the fee schedules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-250, filed 8/1/93, effective 9/1/93.]

WAC 296-23-255 Independent medical examinations

(1) Purpose:

Independent medical examinations may be requested by the department, the self-insurer, or
the attending physician; this is usually for one of the following purposes:

(a) To establish a diagnosis. Prior diagnoses may be controversial or ill-defined;
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(b) To outline a program of rational treatment, where treatment or progress is
controversial;

(c) To establish medical data from which it may be determined whether the medical
condition is industrially acquired, or unrelated to industrial work activities;

(d) To determine the extent and duration of aggravation of a preexisting medical
condition by an industrial injury or exposure;

(e) To establish when the accepted medical condition has reached maximum benefit
from treatment;

) To establish a percentage rating of any permanent disability, based on the loss of
body function or the category rating when maximum recovery is reached; or

(9) To determine the medical indications for reopening of a claim for further treatment on

the basis of aggravation of an accepted condition, based on objective findings.

(2) Workers who are scheduled for independent medical examinations are allowed to bring
with them an accompanying person to be present during the physical examination. The
accompanying person cannot be compensated in any manner, except that language
interpreters may be necessary for the communication process and may be reimbursed
for interpretative services.

The department may designate those conditions under which the accompanying person
is allowed to be present during the independent medical examination process.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-255, filed 8/1/93, effective 9/1/93.]

WAC 296-23-260 Examination reports

(1) Itis the department’s intention to purchase objective examinations to ensure that sure
and certain determinations are made of all benefits to which the injured worker might be
entitled.

The report of an independent medical examination must include the following items:

(a) A detailed chronology of the injury or condition including mechanism of injury,
diagnostic studies, and treatments attempted. The chronology must mention the
results of treatments and diagnostic studies;

(b) An opinion as to whether treatment actual or proposed is or will be curative or
palliative in nature;

(c) An assessment of whether the condition is industrially caused, on a more probable
than not basis;

(d) Specific diagnoses sorted into the following categories:

(i) The accepted condition;

(i)  Preexisting conditions, and a statement as to whether they are worsening
on their own or are aggravated by the accepted industrially acquired
condition; and

(i)  Conditions acquired after the industrial injury.

(e) Answers to written questions posed by adjudicators, or a description of what would be
needed to address the questions; and
) Conclusions and a summary statement of the objective medical findings upon which

the conclusions are based.

(2) Disability ratings are to be done as specified in WAC 296-20-210.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-260, filed 8/1/93, effective 9/1/93.]
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WAC 296-23-265 Who may perform independent medical

examinations?

Doctors in Washington, Oregon, or Idaho who wish to perform independent medical
examinations for the department or self-insurers providing coverage to workers covered under
Title 51 RCW must be approved examiners. Independent medical examinations must be
performed according to WAC 296-20-200 by the following:

Doctors licensed to practice:

Medicine & | Osteopathi | Podiatric _ _ _
& surgery surgery c

In W_ashmgton, Oregon, or Idaho Yes Yes Yes Yes Yes
and is approved by department to
perform IMEs
Not in Washington, Oregon, or
Idaho and is a board certified ves Yes ves No ves
specialist
The treating dogtor ina department Yes Yes Yes No Yes
approved chronic pain
management program

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-23-265, filed 4/14/97
effective 5/15/97. Statutory Authority: RCW 51.32.112. 95-04-056, § 296-23-265, filed 1/26/95, effective 3/1/95. Statutory
Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-265, filed 8/1/93, effective 9/1/93.]

WAC 296-23-26501 How do doctors become approved examiners?

Doctors must submit a completed department application to the provider review and education
unit at the Department of Labor and Industries, P.O. Box 44322, Olympia, WA 98504 and
receive the medical director’s approval. Approved examiners will be included on the
department’s approved examiners list.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-23-26501, filed 4/14/97
effective 5/15/97.]

WAC 296-23-26502 Where can doctors get an application to become
an approved examiner and other information
about independent medical examinations?

The application for approved examiner status and the standards for independent medical
examiners are published in the Medical Examiners’ Handbook available from the department
of labor and industries.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-23-26502, filed 4/14/97
effective 5/15/97.]
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WAC 296-23-26503 What factors does the medical director consider
in approving, suspending or removing doctors
from the approved examiners list?

The medical director may consider several factors in approving, disapproving, or suspending
examiners. Examples include, but are not limited to:

1) Board certification;

(

(2) Complaints from workers about the conduct of the examiner (see WAC 296-23-26506);

(3) Disciplinary proceedings or actions;

(4) Experience in direct patient care in the area of specialty;

(5) Ability to effectively convey and substantiate medical opinions and conclusions
concerning workers;

(6) Quality and timeliness of reports;

(7) Geographical need of the department and self-insurer;

(8) Availability and willingness to testify on behalf of the department, worker, or employer;
and

(9) Acceptance of the department fee schedule rate for testimony.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-23-26503, filed 4/14/97
effective 5/15/97.]

WAC 296-23-26504 What happens if an examiner is suspended or
removed from the approved examiner list by the
medical director?

Examiners who are suspended or removed from the approved examiners list will not receive

examination referrals from the department or self-insurers. In addition, suspended or removed

examiners will not be reimbursed by the department or self-insurer for examinations performed at
the request of other referral sources.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-23-26504, filed 4/14/97
effective 5/15/97.]

WAC 296-23-26505 Is there a fee schedule for independent medical
examinations?

The maximum fee schedule for performing independent medical examinations is published in

the Medical Examiners’ Handbook available from the department.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-23-26505, filed 4/14/97
effective 5/15/97.]

WAC 296-23-26506 Can a worker file a complaint about an
independent medical examiner’s conduct?

Workers can send written complaints about the examiner’s conduct during an independent
medical examination to the self-insurer or department. Complaints received by the self-insurer
and department staff must be promptly forwarded to the provider review and education unit.
Based on the nature of the complaint, the department may refer the complaint to the
department of health.
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[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-23-26506, filed 4/14/97
effective 5/15/97.]

WAC 296-23-267 When may attending doctors perform
impairment rating examinations?

Attending doctors may perform impairment rating examinations for workers under their care at
the direction of the state fund or self-insurer if licensed to perform:

* Medicine and surgery;

* Osteopathic medicine and surgery;

* Podiatric medicine and surgery;

* Dentistry; or

* Chiropractic (chiropractors must be on the approved examiners list).
Attending doctors performing rating exams must be available and willing to testify on behalf of

the department, worker, or employer and accept the department fee schedule rate for
testimony.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.32.112, 51.32.114 and 51.36.015. 97-09-036, § 296-23-267, filed 4/14/97
effective 5/15/97.]

WAC 296-23-270 Independent medical examinations two or more
examiners
Providers who wish to offer independent medical examinations by two or more examiners

must apply for a panel provider number and meet standards set by the medical director of the
department. Examiners working through panels must be on the approved list.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 1993 ¢ 159. 93-16-072, § 296-23-270, filed 8/1/93, effective 9/1/93.]
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PART 1- GENERAL INFORMATION

WAC 296-23A-0100 Where can | find general information and rules
pertaining to the care of workers?

Hospitals may find general information and rules pertaining to the care of workers in chapters
296-20, 296-21 and 296-23 WAC, department bulletins and other department publications.
This list is not exhaustive and hospitals remain responsible for other applicable rules.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0100, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0110 When will the department or self-insurer pay for
hospital services?

The department or self-insurer will pay for hospital services when proper and necessary for the
treatment of the accepted occupational disease or injury.

See WAC 296-20-01002 for the definition of medically necessary.
See WAC 296-20-075 for further rules regarding hospitalization.
See WAC 296-20-03001 for treatment requiring authorization.

See WAC 296-20-03002 for treatment not authorized.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0110, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0120 What services are subject to review by the
department or self-insurer?

The department uses utilization review criteria and all hospital inpatient and outpatient
services and billed charges are subject to review by the department, self-insurer or a
representative chosen by the department or self-insurer.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0120, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0130 How does the department establish hospital
payment rates?

The department will establish and update hospital payment rates, methods and policies in
consultation with interested persons at times determined by the department. The department
will publish a description of payment methods, rates, and policies for hospital services at least
thirty calendar days prior to implementation.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0130, filed 2/28/97, effective 4/1/97.]
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WAC 296-23A-0140 How can interested persons request advance
notice of changes to hospital payment rates,
methods and policies?

The department will give at least thirty calendar days notice to interested persons who request

advance notice of changes to hospital payment rates, methods and policies. Interested
persons may request advance notice by contacting the department at the following address:

Department of Labor and Industries
Health Services Analysis

Mailing List for Hospital Payment Rates
P.O. Box 44322

Olympia, Washington 98504-4322

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0140, filed 2/28/97, effective 4/1/97.]

PART 1.1 - SUBMITTING BILLS

WAC 296-23A-0150 How must hospitals submit bills for hospital
services?

Hospitals must submit bills for hospital services using the current National Uniform Billing
Form (billing form), or electronically using department file format specifications. Providers
using the paper billing form must follow both the billing instructions provided by the department
and the Washington state version of the National Uniform Billing Data Element Specifications
as adopted by the National Uniform Billing Committee.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0150, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0160 How must hospitals submit charges for
ambulance
and professional services?

Hospitals must submit charges for ambulance services and professional services provided by
hospital staff physicians on the Health Insurance Claim Form, HCFA 1500 using the provider

account number(s) assigned by the department for these services. Hospitals using any of the
electronic transfer options must follow department instructions for electronic billing.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0160, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0170 How must hospitals bill the department or self-
insurer for preadmission services?

Preadmission services performed in a hospital outpatient setting within one day prior to
hospital admission must be billed as hospital inpatient services.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0170, filed 2/28/97, effective 4/1/97.]
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PART 1.2 - SUPPORTING DOCUMENTATION
REQUIREMENTS

WAC 296-23A-0180 What supporting documentation must hospitals
send for hospital services?

Hospitals must send the following supporting documentation for hospital services:

Admission history and physical examination

Discharge summary for stays over forty-eight hours

Emergency room reports

Operative reports

Anesthesia records

Other documentation as requested by the department or self-insurer.

Hospitals must place the worker’s name and claim number on the upper right-hand corner of
each page of supporting documentation submitted.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0180, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0190 Where must hospitals send supporting
documentation for hospital services for state
fund claims?

Do not submit supporting documentation with the bill for services. Hospitals must send
supporting documentation for hospital services for state fund claims to:

Department of Labor and Industries
Claims Section
P.O. Box 44291
Olympia, WA 98504-4291
[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0190, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0195 When must providers using electronic medium
submit supporting documentation?

Providers using any of the electronic transfer options provided by the department must send
the department or self-insurer the required supporting documentation within thirty calendar
days of the date billing information was sent to the department on electronic medium.
Providers must comply with the electronic billing instructions supplied by the department
regarding the submission of hospital bill documentation.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0195, filed 2/28/97, effective 4/1/97.]
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PART 2 - PAYMENT METHODS FOR HOSPITAL SERVICES

WAC 296-23A-0200 How does the department pay for hospital
inpatient services?

The department will pay for hospital inpatient services according to the following table:

Hospital Type or

Do Diagnosis Related

Do per diem payment

Do percent of allowed charges

Location Group (DRG) payment methods apply? (POAC) payment methods apply
methods apply? to hospital inpatient services?
Children’s Hospitals No No Yes, paid 100% of allowed

charges

Chronic Pain
Management Program

Exempt, paid per

department agreement.

Exempt, paid per
department agreement.

Exempt, paid per department
agreement.

hospitals

per diem rates apply for
designated categories:
chemical dependency,
psychiatric, rehabilitation,
low volume medical, and
low volume surgical DRGs

Health Maintenance No No Yes, paid 100% of allowed
Organizations charges
Military No No Yes, paid 100% of allowed
charges
Veterans No No Yes, paid 100% of allowed
Administration charges
State psychiatric No No Yes, paid 100% of allowed
facility charges
Washington rural No Yes, statewide per diem No
(Peer Group A) rates apply for five DRG
categories:
chemical dependency,
psychiatric, rehabilitation,
medical, and surgical
DRGs
All other Washington Yes Yes, state-wide average Yes, applies to low cost outlier

payments and high cost outlier
payments above the high cost
outlier threshold

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080. 00-06-027, § 296-23A-0200, filed 2/24/00, effective 3/26/00; 97-06-
066, § 296-23A-0200, filed 2/28/97, effective 4/1/97.]
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WAC 296-23A-0210 How do self-insurers pay for hospital inpatient
services?

Self-insurers will pay for hospital inpatient services using percent of allowed charges
(POAC) factors, according to the following table:

Hospital Type or Location Do percent of allowed charges (POAC) payment
methods apply to hospital inpatient services?

Military, Veteran’s Administration, Health Yes, paid 100% of allowed charges
Maintenance Organizations , State Psychiatric
Facilities, Children’s Hospitals

All other Washington hospitals Yes, paid the hospital specific POAC factor

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080. 00-06-027, § 296-23A-0210, filed 2/24/00, effective 3/26/00; 97-06-
066, § 296-23A-0210, filed 2/28/97, effective 4/1/97.]
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WAC 296-23A-0220 How does the department or self-insurer pay for
hospital outpatient services?

The department will pay for hospital outpatient services according to the following table:

Hospital Type or Service
Location

Does the Ambulatory
Payment Classification
System apply?

Do percent of allowed
charges (POAC) payment
methods apply?

Do the department's Medical
Aid Rules and Fee Schedules
apply to hospital outpatient
radiology, laboratory,
pathology, occupational
therapy, and physical therapy
services?

Children's hospitals No Yes, paid 100% of allowed Yes
charges
Chronic Pain Management No Exempt, paid per department | Exempt, paid per department

Program

agreement

agreement

Health Maintenance
Organizations

Yes, paid statewide average
per APC rate

Yes, applies to certain
hospital outpatient services
excluded from OPPS except
radiology, laboratory,
pathology, occupational
therapy, and physical therapy

Yes

Military

No

Yes, paid 100% of allowed
charges

No, paid 100% of allowed
charges

Veterans Administration

No

Yes, paid 100% of allowed
charges

No, paid 100% of allowed
charges

State psychiatric facility

No

Yes, paid 100% of allowed
charges

Yes

Other psychiatric hospitals

No

Yes, applies to hospital
outpatient services except
radiology, laboratory,
pathology, occupational
therapy, and physical therapy

Yes

Rehabilitation hospitals

No

Yes, applies to hospital
outpatient services except
radiology, laboratory,
pathology, occupational
therapy, and physical therapy

Yes

Cancer hospitals

No

Yes, applies to hospital
outpatient services except
radiology, laboratory,
pathology, occupational
therapy, and physical therapy

Yes

Washington rural (Peer Group

1)

No

Yes, applies to hospital
outpatient services except
radiology, laboratory,
pathology, occupational
therapy, and physical therapy

Yes

Critical access hospitals

No

Yes, applies to hospital
outpatient services except
radiology, laboratory,
pathology, occupational
therapy, and physical therapy

Yes

All other Washington
hospitals

Yes

Yes, applies to certain
hospital outpatient services
excluded from OPPS except
radiology, laboratory,
pathology, occupational

therapy, and physical therapy

Yes

Hospitals are reimbursed only for the technical component of rates listed in the fee
schedules, for outpatient radiology, pathology and laboratory services.

See chapter 296-23 WAC for rules on radiology, pathology, laboratory, physical therapy,
occupational therapy, and work hardening services.

See WAC 296-23A-700 for rules on prospective payment system for hospital outpatient

services.

See WAC 296-20-132 and 296-20-135 for information on the conversion factor used for
certain hospital outpatient services.
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[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0220, filed 11/29/01, effective
1/1/02. Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080. 00-06-027, § 296-23A-0220, filed 2/24/00, effective 3/26/00;

97-06-066, § 296-23A-0220, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0221 How does the self-insurer pay for hospital
outpatient services?

The self-insurer will pay for hospital outpatient services according to the following table:

Hospital Type or Service Location

Do percent of allowed charges
(POAC) payment methods apply?

Do the department's Medical Aid
Rules and Fee Schedules apply to
hospital outpatient radiology,
laboratory, pathology, occupational
therapy, and physical therapy
services?

Children's hospitals

Yes, paid 100% of allowed charges

Yes

Chronic Pain Management Program

Not Applicable

Not Applicable

Health Maintenance Organizations

Yes, paid 100% of allowed charges

Yes

Military

Yes, paid 100% of allowed charges

No, paid 100% of allowed charges

Veterans Administration

Yes, paid 100% of allowed charges

No, paid 100% of allowed charges

State psychiatric facility

Yes, paid 100% of allowed charges

Yes

Other psychiatric hospitals

Yes, applies to hospital outpatient
services except radiology,
laboratory, pathology, occupational
therapy, and physical therapy

Yes

Rehabilitation hospitals

Yes, applies to hospital outpatient
services except radiology,
laboratory, pathology, occupational
therapy, and physical therapy

Yes

Cancer hospitals

Yes, applies to hospital outpatient
services except radiology,
laboratory, pathology, occupational
therapy, and physical therapy

Yes

Washington rural (Peer Group 1)

Yes, applies to hospital outpatient
services except radiology,
laboratory, pathology, occupational
therapy, and physical therapy

Yes

All other Washington hospitals

Yes, applies to hospital outpatient
services except radiology,
laboratory, pathology, occupational
therapy, and physical therapy

Yes

Hospitals are reimbursed only for the technical component of rates listed in the fee
schedules, for outpatient radiology, pathology and laboratory services.

See chapter 296-23 WAC for rules on radiology, pathology, laboratory, physical therapy,
occupational therapy, and work hardening services.

See WAC 296-23A-700 for rules on the prospective payment system for hospital

outpatient services.

See WAC 296-20-132 and 296-20-135 for information on the conversion factor used for
certain hospital outpatient services.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0221, filed 11/29/01, effective

1/1/02.]
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WAC 296-23A-0230 How does the department or self-insurer pay out-of-
state hospitals for hospital services?

The department or self-insurer pays out-of-state hospitals for hospital services using a percent of

allowed charges (POAC) factor or department fee schedule. The POAC factor may differ for services

performed in inpatient and outpatient settings.

Payment rates to hospitals located outside of Washington State are calculated by multiplying the out-

of-state percent of allowed charges factor (POAC) by the allowed charges.
Amount paid = (out-of-state POAC Factor) X (Allowed Charges)

Out-of-state hospital providers should bill and the department or self-insurer will pay out-of state
hospitals services according to the following table:

Hospital Professional and
Ambulance Services

Hospital Outpatient Services

Hospital Inpatient Services

Professional and ambulance
services should be billed with
CPT and HCPCS codes on
HCFA 1500 forms under
separate provider numbers.

These services will be paid
using the fee schedule rates
and payment policies stated in
the Washington Medical Aid
Rules and Fee Schedules.

All hospital outpatient services
should be billed on UB forms under
the hospital provider number with
revenue codes.

These services will be paid at the
out-of-state percent of allowed
charges (POAC) factor as stated in
the Washington Medical Aid Rules
and Fee Schedules.

All hospital inpatient services should
be billed on UB forms under the
hospital provider number using
revenue codes.

These services will be paid at the out-
of-state percent of allowed charges
(POAC) factor as stated in the
Washington Medical Aid Rules and
Fee Schedules.

Military and veteran’s
administration professional and
ambulance services should be
billed on HCFA 1500 forms and
will be paid at 100% of allowed
charges.

Military, veteran’s administration,
health maintenance organization,
children’s, and state run psychiatric
hospitals will be paid at 100% of
allowed charges for outpatient
hospital services.

Military, veteran’s administration,
health maintenance organization,
children’s, and state run psychiatric
hospitals will be paid at 100% of
allowed charges for inpatient hospital
services.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080. 00-09-078, § 296-23A-0230, filed 4/18/00, effective 7/1/00; 97-06-066, §

296-23A-0230, filed 2/28/97, effective 4/1/97.]
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WAC 296-23A-0240 How does the department define and pay a new
hospital?

New hospitals are those open for less than one year prior to the implementation of the department’s
most recent hospital payment rates. The department will pay new hospitals according to the following
table:

What Diagnosis Related What Per Diem Payment What percent of allowed
Hospital Type or Location Group (DRG) base price Rates Apply? charges (POAC) factor
applies? applies?
Military, Veterans Exempt Exempt Paid 100% of allowed

Administration, State
Psychiatric, Health
Maintenance Organization,
Children’s

charges

Chronic Pain Management
Program

Exempt, paid per
department agreement

Exempt, paid per
department agreement

Exempt, paid per
department agreement

Washington Rural Hospital
(Peer Group A)

Exempt

Washington state-wide
average per diem rates

Washington state-wide
average POAC

Other Washington Hospital

Weighted median case-mix
adjusted average cost per

Washington state-wide
average per diem rates

Washington state-wide
average POAC

case for Washington DRG
hospitals, except major
teaching hospitals

A new hospital will be paid using its hospital-specific POAC within three years of receiving a provider
account number(s) from the department.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080. 00-06-027, § 296-23A-0240, filed 2/24/00, effective 3/26/00; 97-06-066, §
296-23A-0240, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0250 Does a change in hospital ownership affect a
hospital’s payment rate?

A change in ownership does not constitute the creation of a new hospital. If a hospital changes
ownership, rates will remain the same as those payable to the previous owner.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0250, filed 2/28/97, effective 4/1/97.]

PART 2.1 - PERCENT OF ALLOWED CHARGES

PAYMENT METHODS AND POLICIES

WAC 296-23A-0300 When do percent of allowed charges (POAC) payment
factors apply?

The department may designate from time to time, those hospitals and hospital services to be paid
using POAC factors.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0300, filed 2/28/97, effective 4/1/97.]
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WAC 296-23A-0310 What is the method for calculating percent of allowed
charges (POAC) factors?

POAC factors are based on Medicare cost report data and are calculated by dividing adjusted

operating expenses by adjusted patient revenues. The department will allow costs for graduate

medical education and charity care. Allowable costs for charity care shall not exceed a maximum of

two percent of the facility’s total allowable costs. A hospital’'s POAC factor shall not exceed one

hundred percent of allowed charges.
Payment rates are calculated by multiplying the POAC factor by the allowed charges.

Amount Paid = (POAC Factor) X (Allowed Charges)

Each hospital will be notified of their revised POAC factor thirty days prior to implementation.
Incorrect data or erroneous calculations can be appealed in accordance with WAC 296-23A-0600.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0310, filed 2/28/97, effective 4/1/97.]

PART 2.2 - PER DIEM RATES
PAYMENT METHODS AND POLICIES

WAC 296-23A-0350 When do per diem rates apply?

The department may designate from time to time, those hospitals and hospital services paid on a per
diem basis. For example, the department may develop per diem rates for the following diagnosis-
related-group (DRG) categories:

. Psychiatric;

. Rehabilitation;

o Substance abuse;

. Medical,

. Surgical, and

o Other categories as determined by the department.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0350, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0360 What is the method for calculating per diem rates?

Per diem rates are calculated by dividing the total costs for all relevant cases in the historical data
base by the total number of days. The total number of days is equal to the sum of the number of days
for each relevant case. The number of days per case is equal to the last date of service minus the
first date of service. The department will allocate costs at the detailed revenue code level using
Medicare cost report data and Medicare definitions for allowable costs. The department will allow
costs for graduate medical education and charity care. Allowable costs for charity care shall not
exceed a maximum of two percent of the facility’s total allowable costs.

Payment rates are equal to the applicable per diem rate multiplied by the number of days allowed by
the department. The department does not pay for the day of discharge. Payment shall not exceed
allowed billed charges.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0360, filed 2/28/97, effective 4/1/97.]
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PART 2.3 - DIAGNOSIS RELATED GROUP
PAYMENT METHODS AND POLICIES

WAC 296-23A-0400 What is a “diagnosis-related-group” payment
system?

A diagnosis-related-group (DRG) system categorizes patients into clinically coherent and
homogenous groups with respect to resource use. The department will use an all-patient grouper to
perform the diagnostic categorization. To the extent feasible, where DRG relative weights meet
acceptable reliability and validity standards, the department will use DRG per case rates for payment
of hospital inpatient services.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0400, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0410 How does the department calculate diagnosis-related-
group (DRG) relative weights?

In calculating DRG relative weights, the department will:

(1) Allocate costs for hospital services at a detailed revenue code level using Medicare cost report
data and Medicare definitions for allowable costs. The department will allow costs for
graduate medical education and charity care. Allowable costs for charity care shall not exceed
a maximum of two percent of the facility’s total allowable costs.

(2) Classify department hospital admissions data and hospital discharge data in the Washington
state department of health’s comprehensive hospital abstract reporting system (CHARS),
using an all-patient grouper.

(3) Establish relative weights from department of labor and industries’ hospital admission data. If
the department’s data is not sufficient to calculate stable relative weights, the department may
use hospital discharge data in the Washington state department of health’s comprehensive
hospital abstract reporting system (CHARS) or another appropriate data source.

(4) Exclude the following types of cases from DRG relative weight calculations: Transfers,
statistical outliers, length of stay equal to zero, psychiatric, substance abuse and rehabilitation
DRGs, out-of-state hospitals, other hospitals and services designated as exempt from DRG
payment rates.

See WAC 296-23A-0470 and 296-23A-0480 for exclusions and exceptions to DRG payments
for hospital services.

(5) Test each DRG statistically for adequacy of sample size to ensure that relative weights meet
acceptable reliability and validity standards.

(6) Replace unstable department relative weights with stable CHARS derived relative weights.
(7) Standardize department and CHARS relative weights to a state-wide case mix index of 1.0.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0410, filed 2/28/97, effective 4/1/97.]
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WAC 296-23A-0420 How does the department determine the base price
for hospital services paid using per case rates?

The department determines the base price for hospital services paid using per case rates according to
the following table:

Type of Hospital Base Price

Major Teaching Hospital: Hospital-specific case-mix adjusted
average cost per case

Harborview Medical Center or

University of Washington

Other DRG Hospital Weighted median case-mix adjusted
average cost per case for DRG hospitals,
except major teaching hospitals

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0420, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0430 How does the department calculate a hospital
specific case-mix adjusted average cost per case?

The department determines the case-mix adjusted average cost per case for each hospital by:

(1) Allocating costs for hospital services at a detailed revenue code level using Medicare cost
report data and Medicare definitions for allowable costs. The department will allow costs for
graduate medical education and charity care. Allowable costs for charity care shall not exceed
a maximum of two percent of the facility’s total allowable costs;

2) Totaling the costs of all DRG cases;

3) Dividing the total by the number of cases; and

4) Then dividing that number by the hospital’s case-mix index.

5) Per case costs are indexed to the payment period for inflation and other factors.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0430, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0440 How does the department calculate the base price for
DRG hospitals, except major teaching hospitals?

(
(
(
(

The department calculates the base price for DRG hospitals, except major teaching hospitals by:
(1) Calculating each hospital’s case-mix adjusted average cost per case;

(2) Weighting each hospital’s case-mix adjusted average cost per case by the number of cases at
that hospital;

(3) Determining the median (fiftieth percentile) of the list of case-mix adjusted average costs per
case.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0440, filed 2/28/97, effective 4/1/97.]
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WAC 296-23A-0450 What cases does the department exclude from base
price calculations?

The department excludes the following types of cases from base price calculations:
o Transfers;

. Statistical outliers;

. Length of stay equal to zero;

. Psychiatric, substance abuse and rehabilitation DRGs;

o Out-of-state hospitals; and

. Other hospitals and services designated as exempt from DRG payment rates.

See WAC 296-23A-0470 and 296-23A-0480 for exclusions and exceptions to DRG payments for
hospital services.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0450, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0460 How does the department calculate the diagnosis-
related-group (DRG) per case payment rate for a
particular hospital?

The DRG per case rate for a particular hospital is calculated by multiplying the assigned DRG relative
weight for that admission by the applicable base price.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0460, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0470 Which exclusions and exceptions apply to diagnosis-
related-group (DRG) payments for hospital services?

The following exclusions and exceptions apply to DRG payments for hospital services:

o Psychiatric, rehabilitation, and chemical dependency (substance abuse) services will be
excluded from payment by DRG rates. These services will be paid using per diem payment
rates.

o Ambulance and air transportation services are excluded from DRG payments.

o Bills assigned to a DRG that is defined as ungroupable will be denied.

o Bills where the principal diagnosis is invalid as a discharge diagnosis will be denied.

o Bills where the injured worker has been admitted and discharged in less than twenty-four
hours will be reviewed by the department and may be paid as hospital outpatient services.

. The department may choose to exclude other DRGs from DRG payment rates due to

concerns about access, case volume or other considerations. These services will be paid
using the applicable percent of allowed charges (POAC) factor and per diem rates.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0470, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0480 Which hospitals does the department exclude from
diagnosis-related-group (DRG) payments?

The following hospitals are excluded from DRG payments:

. Military, Veterans Administration, state psychiatric facilities, health maintenance organizations
(HMO), and children’s hospitals will be paid their allowed charges.
. Department-approved chronic pain management programs will be paid according to

department agreement or contract.

7-1-02 113 WAC 296-23A



. Peer Group A hospitals, as defined by the department of health, will be paid using per diem

rates.
. Hospitals located outside of Washington will be paid a percent of allowed charges (POAC).
o Other hospitals, as determined by the department, may be excluded from DRG reimbursement

rates due to concerns about access, case volume or other considerations. These facilities will
be paid using the applicable POAC factor and per diem rates.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0480, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0490 Which hospital services does the department include
in diagnosis-related-group (DRG) rates?

Unless otherwise specified, the department will include in the DRG rate all hospital services provided
to an injured worker admitted to a hospital. Hospital services must be medically necessary for the
treatment of the accepted occupational disease or injury.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0490, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0500 When does a case qualify for high outlier status?

Outlier payments apply only to diagnosis-related-group (DRG) reimbursed cases with unusually high
or low costs. Outlier status does not apply to cases paid using a percent of allowed charges (POAC)
factor or per diem rates.

A case is considered a high cost outlier if the costs for the case exceed the outlier threshold for the
assigned diagnosis-related-group. The costs for a case are determined by multiplying the allowed
charges for the case by the hospital specific POAC factor. The threshold used to define a high outlier
case is the greater of a dollar threshold of twelve thousand dollars or two standard deviations above
the statewide average cost for each DRG paid by the department.

The dollar threshold may be adjusted annually for inflation or other factors as determined
by the department. The standard deviations for DRGs will be computed from all
relevant cases in the historical data base, excluding statistical outliers.

[Statutory Authority: RCW 51.04.020, 51.04.030. 00-24-066, § 296-23A-0500, filed 12/1/00, effective 1/1/01. Statutory Authority: RCW
51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0500, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0520 How does the department pay for high outlier cases?

Cases defined as high cost outliers will be reimbursed at the diagnostic-related-group (DRG) payment
rate plus one hundred percent of costs in excess of the threshold. Costs are determined by
multiplying the allowed charges by the hospital specific percent of allowed charges (POAC) factor.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0520, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0530 How does a case qualify for low outlier status?

To qualify as a low outlier, the allowed charges multiplied by that hospital’s percent of allowed
charges (POAC) factor must be less than ten percent of the state-wide diagnosis- related-group
(DRG) rate or five hundred dollars, whichever is greater. The standard deviations for DRGs will be
computed from all relevant cases in the historical data base, excluding statistical outliers.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0530, filed 2/28/97, effective 4/1/97.]
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WAC 296-23A-0540 How does the department pay for low outlier cases?
Low outlier cases are paid by multiplying each hospital’s specific percent of allowed charges (POAC)
factor by the allowed charges for the case.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0540, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0550 Under what circumstances will the department pay
for interim bills?

The department will deny interim bills which are assigned to diagnosis-related-groups (DRGs) paid
per case rates by the department.

If an interim bill is coded as a diagnosis-related-group (DRG) not paid per case rates by the
department, then the bill will be paid using the applicable percent of allowed charges (POAC) factor
and per diem rates. If a subsequent bill coded as a DRG paid per case rates by the department, for
the same injured worker, has a first date of service within seven days of the last date of service of the
previous bill, then the bills will be subject to review and adjustment by the department.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0550, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0560 How does the department define and pay for hospital
readmissions?

The department will review hospital readmissions occurring within seven days of discharge and will
determine whether the second admission resulted from premature discharge. Payment for services
associated with readmission will depend upon the review. For example:

. If the second admission is determined unnecessary, reimbursement may be denied.

o If the admission was avoidable, the two admissions may be combined and a single diagnosis-
related-group (DRG) payment made.

. If two different DRG assignments are involved, reimbursement for the appropriate DRG will be
based upon review of the case.

. Readmissions involving different hospitals will be reviewed by the department and may be

paid using the payment method for transfers.
[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0560, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0570 How does the department define a transfer case?

A transfer case is defined as an injured worker’s admission to another acute care hospital within
seven days of that worker’s previous discharge. All bills for transfer cases will be subject to review by
the department and payment will be determined based on that analysis. The transferring hospital may
qualify for high and low outlier status.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0570, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0575 How does the department pay a transferring hospital
for a transfer case?

When the stay at the transferring hospital is a diagnosis-related-group (DRG) paid by the department,
and does not qualify as a low outlier, the transferring hospital is paid a graduated per diem rate for
each day of care allowed by the department. If the case qualifies as a low cost outlier, the hospital
will be paid the graduated per diem amount or low cost outlier payment amount, whichever is lower.
The per diem rate is determined by dividing that hospital’s rate for the appropriate DRG by that DRG’s
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average length of stay as determined by the department. Payment for the first day of service will be
two times the per diem rate. For subsequent allowed days, the basic per diem rate will be paid up to
the full DRG payment amount. Unless the case qualifies as a high outlier, payment to the transferring
hospital will not exceed the appropriate DRG rate that would have been paid had the injured worker
not been transferred to another hospital.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0575, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0580 How does the department pay the receiving hospital
for a transfer case?

The hospital receiving a transfer will be paid according to the department’s review of the case. If the
receiving hospital’s stay is a diagnosis-related-group (DRG) paid by the department, then the hospital
will receive the appropriate per case and outlier payments. If the case is not a DRG paid by the
department, then the hospital is paid using applicable percent of allowed charges (POAC) factor or
per diem rates.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0580, filed 2/28/97, effective 4/1/97.]
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PART 3 - REQUESTING A HOSPITAL RATE ADJUSTMENT
WAC 296-23A-0600 How can a hospital request a rate adjustment?

Hospitals may submit a request for adjustment to their rate if:

. The rate methodology or principles of reimbursement established in department
publications were incorrectly applied; or

. Incorrect data or erroneous calculations were used in the establishment of the hospital’'s
rate.

. In all circumstances, requests for adjustments to rates must show how the rate

adjustment was calculated and contain sufficient detail to permit an audit. Requests
must specify the nature and the amount of the adjustment sought. The burden of proof
is on the requesting hospital.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0600, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0610 Where must hospitals submit requests for rate
adjustments?

Hospitals must submit requests for rate adjustments in writing to:

Department of Labor and Industries
Health Services Analysis

Request for Hospital Rate Adjustment
P.O. Box 44322

Olympia, Washington 98504-4322.

Requests must be received within sixty days after the facility receives notice of its payment
rates.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0610, filed 2/28/97, effective 4/1/97.]

WAC 296-23A-0620 What action will the department take upon receipt
of a request for a rate adjustment?

Upon receipt of the request, the department shall determine the need for a conference with the
hospital and will contact the facility to arrange a conference if needed. The conference, if
needed, must be held within sixty days of the department’s receipt of the request.

Within thirty calendar days of the receipt of the request for review or the date of the conference,
the department shall notify the facility of the action to be taken by the department.

If the department’s review of the material submitted by the hospital results in a favorable
determination for the hospital, the department will modify the hospital’s payment rate(s). The
revised rate(s) will apply to all bills with a date of admission on or after a date chosen by the
department. The chosen date will be within one hundred twenty days of the department’s and
hospital’s agreement to modify the rate(s).

If the department’s review of the material submitted by the hospital results in a unfavorable
determination for the hospital, the hospital may file an appeal with the board of industrial
insurance appeals.

[Statutory Authority: RCW 51.04.020, 51.04.030 and 51.36.080. 97-06-066, § 296-23A-0620, filed 2/28/97, effective 4/1/97.]
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PART 4 - AMBULATORY PAYMENT CLASSIFICATION
PAYMENT METHODS AND POLICIES

WAC 296-23A-0700 What is the ambulatory payment classification"
(APC) payment system?

The APC outpatient prospective payment system (OPPS) is a reimbursement method that
categorizes outpatient visits into groups according to the clinical characteristics, the typical
resource use, and the costs associated with the diagnoses and the procedures performed. The
groups are called Ambulatory Payment Classifications (APCs). The department uses a
modified version of the Centers for Medicare and Medicaid Services' (CMS) Prospective
Payment System for Hospital Outpatient Department Services to pay some hospitals for
covered outpatient services provided to injured workers. The department will utilize CMS'
current outpatient code editor to categorize outpatient visits.

The payment system methodology uses CMS' outpatient prospective payment system's relative
weight factor for each APC group and a blend of statewide and hospital-specific rates for each
APC.

For a complete description of CMS' Prospective Payment System for Hospital Outpatient
Department Services see 42 CFR, Chapter IV, Part 419, et al.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0700, filed 11/29/01, effective
1/1/02.]

WAC 296-23A-0710 Definitions. "Alternate outpatient payment.”

A payment for proper and necessary services calculated using a method other than the APC
method, such as the outpatient hospital rate or fee schedule.

"Ambulatory payment classification (APC) bill." An outpatient bill for hospital services that
are grouped and paid using APCs.

"Ambulatory payment classification (APC) weight." The relative value assigned to each
APC by CMS. For information on calculating the APC weights, please see 42 CFR, Chapter 1V,
Part 419, et al. Medicare Program; Prospective Payment System for Hospital Outpatient
Services.

"Ambulatory payment classification (APC)." A grouping for outpatient visits which are
similar both clinically and in the resources used.

"Ambulatory surgery centers (ASCs)." Ambulatory surgery centers as defined by the
department. ASCs are excluded from the APC payment system.

"Blended rate." The dollar amount used to determine APC payments.

"Bundling." Including the costs of supplies and certain other items with the costs of APCs.
Bundled services will not be paid separately.

"Cancer hospitals." Freestanding hospitals specializing in the treatment of individuals who
have a neoplasm diagnosis.

"Children's hospitals." Freestanding hospitals specializing in the treatment of individuals less
than fourteen years of age.
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"CMS." Centers for Medicare and Medicaid Services, formerly the Health Care Financing
Administration (HCFA).

"Correct coding initiative." A process to encourage hospitals to code the most appropriate
diagnosis and procedure for the services rendered.

"Critical access hospitals." Critical access hospitals as defined by the department of health.

"Current procedural terminology (CPT)." A systematic listing of descriptive terms and
identifying codes for reporting medical services, procedures, interventions performed by
physicians; the American Medical Association (AMA) publishes it annually.

"Discount factor." The percentage applied to additional significant procedures when a claim
has multiple significant procedures or when the same procedure is performed multiple times.

"Exempt services." Services and hospitals that have been identified by CMS and/or L&l as
exempt from the APC-based payment system.

"Health care financing administration's common procedure coding system (HCPCS)."
Medicare's procedure coding system, which consists of Level 1 CPT Codes, Level 2 National
Codes, and Level 3 Local Codes.

"Incidental services." Proper and necessary services that are integral to the delivery of the
significant procedure or medical visit and are not separately reimbursable.

"Inpatient only procedures." Certain procedures designated by CMS as being of sufficient
resource intensity that an inpatient setting is always required.

"Modifier." A two-digit alphabetic and/or numeric identifier that is added to the procedure code
to indicate the type of service performed. Modifiers add clarification to procedures and can
affect payment. Modifiers are listed in the current CPT and HCPCS manuals.

"Non-APC services." Services specifically excluded by CMS or by L&l from APC payment.
"Out-of-state hospitals.” Any hospital not physically located within the state of Washington.

"Outpatient code editor." A prepayment analysis program designed to exclude certain
diagnostic and procedure codes from being classified within the APC payment system.

"Outpatient prospective payment system (OPPS)." A payment system that groups hospital
outpatient visits into APCs and multiplies the relative weight factor by the OPPS conversion rate
to determine the appropriate payment.

"Outpatient services." Proper and necessary healthcare services and treatment ordinarily
furnished by a hospital in which the injured worker is not admitted as an inpatient.

"Outpatient." A patient who receives proper and necessary healthcare services or supplies in
a hospital-type setting but is not admitted as an inpatient.

"Partial hospitalization.” Mental health services provided in an inpatient setting without the
traditional inpatient overnight stay.

"Pediatric services." Proper and necessary healthcare services and treatment ordinarily
furnished by a hospital in which the injured worker is under the age of fourteen.

"Peer group." Categories of hospitals adopted by the department of health for rate setting
purposes. The categories are:

e Group 1 - Usually rural hospitals.

e Group 2 - Usually urban hospitals without a medical education program.
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e Group 3 - Hospitals with a medical education program.

"Psychiatric hospitals." Freestanding hospitals specializing in the treatment of individuals
with a mental health disease.

"Rehabilitation hospitals." Freestanding hospitals specializing in the treatment of individuals
in need of rehabilitative services.

"Related encounters or related services.” Multiple encounters which are:
e Provided within the same window of service; and
e By the same provider (hospital).

"Single visit." A single visit includes all related services that are combined for reimbursement
when they occur with the same hospital during the window of service.

"Special programs.” Programs specifically designated by the department.

"Transitional pass-through.” Certain drugs, devices and biologicals, as identified by CMS
that are entitled to a specified payment until CMS assigns and reimburses them under their own
APC.

"Window of service." A single date of service. All services associated with the visit for that
date constitute a single visit, even when those services are provided on different days.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0710, filed 11/29/01, effective
1/1/02.]

WAC 296-23A-0720 How does the department calculate the hospital-
specific per APC rate used for paying outpatient
services under the outpatient prospective
payment system (OPPS)?

(1) OPPS payment rates are calculated with a formula that blends a hospital-specific rate
and a statewide rate. Each hospital's historic labor and industries' reimbursement level
in combination with the department's statewide payments will determine payment rates.

(2) For the statewide rate, the department:

(a) Determines the total number of APC procedures that the department paid the
covered hospitals. The relative weights for all of these APCs are summed.

(b) Determines the total dollar amount the department paid for those APCs.
(c) Determines the total dollar amount the department paid as outlier payments.

(d) Subtracts the total outlier payments in (c) of this subsection from the total dollar
amount in (b) of this subsection and then divides the adjusted dollar amount by
the APC relative weight total from (a) of this subsection.

(Sum of APC payments - Sum of outlier payments)/Sum of APC
relative weights = Statewide rate
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(3) For the hospital-specific rate, the department:

(a) Segregates all the APCs for each hospital and totals the relative weights for
each hospital.

(b) Determines the total dollar amount the department historically paid each
hospital for those APCs.

(c) Determines the total dollar amount the department historically paid each
hospital as an outlier payment for those APCs.

(d) Subtracts the total hospital-specific outlier payments in (c) of this subsection
from the total hospital-specific APC payments in (b) of this subsection and then
divides the hospital's adjusted dollar amount by the hospital-specific APC
relative weight total from (a) of this subsection.

(Sum of hospital-specific APC payment - Sum of hospital-specific outlier payments)/Sum of the hospital-specific APC relative
weights = Hospital-specific rate

(4) The final per APC rate paid to a hospital is a blended combination of the hospital-
specific and statewide rates.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0720, filed 11/29/01, effective
1/1/02.]

WAC 296-23A-0730 How does the department determine the APC
relative weights?

The relative weight for each APC is the current relative weight listed by CMS for the
corresponding APC.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0730, filed 11/29/01, effective
1/1/02.]

WAC 296-23A-0740 How does the department calculate payments
for covered outpatient services through the

outpatient prospective payment system
(OPPS)?

(1) Billed services that are reimbursed by the OPPS are grouped into one or more APCs
using the outpatient code editor software.

(2) Additional payment may be made for services classified by CMS as transitional pass-
through.

(3) Incidental services are grouped within an APC and are not paid separately.

(4) The OPPS APC payment method uses an APC relative weight for each classification
group (APC) and the current hospital-specific blended rate to determine the APC
payment for an individual service.

(5) For each additional APC listed on a single claim for services, the payment is calculated
with the same formula and then discounted. L&l follows all discounting policies used
by CMS for the Medicare Prospective Payment System for Hospital Outpatient
Department Services.
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(6) APC payment for each APC = (APC relative weight x hospital-specific blended rate)*
discount factor (if applicable) x units (if applicable).

(7) The total payment on an APC claim is determined mathematically as follows:
(a) Sum of APC payments for each APC +
(b) Additional payment for each transitional pass-through (if applicable) +
(c) Additional outlier payment (if applicable).

(8) L&l follows all billing policies used by CMS for the Medicare Prospective Payment
System for Hospital Outpatient Department Services with respect to:

(a) Billing of units of service;
(b) Outlier claims;

(c) Use of modifiers;

(

d) Distinguishing between single and multiple visits during a span of time and
reporting a single visit on one claim, but multiple visits with unrelated medical
conditions on multiple claims; and

(e) For paying terminated procedures based on services actually provided and
documented in the medical record, and properly indicated by the hospital
through the CPT codes and modifiers submitted on the claim.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0740, filed 11/29/01, effective
1/1/02.]

WAC 296-23A-0750 What exclusions and exceptions apply to
ambulatory-payment-classification (APC)
payments for hospital services?

—~
—
~

Peer Group 1 (rural) hospitals as identified by the Washington state department of
health (DOH).

Critical access hospitals as identified by the Washington state department of health
(DOH).

—
N
~

(3) All out-of-state hospitals.

(4) Military/veterans hospitals.

(5) Psychiatric hospitals.

(6) Rehabilitation hospitals.

(7) Cancer hospitals.

(8) Children's hospitals.

(9) Ambulatory surgery centers.

(10)  Any outpatient service or special program identified by the department or by CMS as

being a non-APC service.
(11)  Any inpatient-only procedures as identified by CMS.
(12)  Any APCs identified by the department as a non-APC service.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0750, filed 11/29/01, effective
1/1/02.]
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WAC 296-23A-0770 How will excluded outpatient services and
hospitals be paid?

Services excluded from APC-payment, if deemed appropriate for reimbursement, will be

reimbursed using an alternate outpatient payment method, such as a specific fee schedule

and/or using the hospital-specific or the statewide average percent of allowed charges
(POAC).

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0770, filed 11/29/01, effective
1/1/02.]

WAC 296-23A-0780 What information needs to be submitted for the
hospital to be paid for outpatient services?

Each claim for services must include the required elements as described within the current L&l
hospital billing and administrative guidelines.

Note: Includes Provider General Billing Manual; Billing Instructions for Hospital Services; Provider Bulletins; and Provider
Updates.

[Statutory Authority: RCW 51.04.020, 51.04.030, 51.36.080, 51.36.085. 01-24-045, § 296-23A-0780, filed 11/29/01, effective
1/1/02.]
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Washington Administrative Code
Chapter 296-23B

AMBULATORY SURGERY
CENTER PAYMENT







WAC 296-23B-0100 Who may bill for ambulatory surgery center
services?

Only facilities that meet the criteria below may bill for ambulatory surgery center (ASC) services.

An ambulatory surgery center is an outpatient facility where surgical services are provided and
that meets the following three requirements:

(1) Must be licensed by the state(s) in which it operates, unless that state does not require
licensure.

(2) Must have at least one of the following credentials:
(a) Medicare certification as an ambulatory surgery center; or

(b) Accreditation as an ambulatory surgery center by a nationally recognized agency
acknowledged by the Centers for Medicare and Medicaid Services (CMS).

(3) Must have an active ambulatory surgery center provider account with the department of
labor and industries.

Note: A provider account application may be obtained from Department of Labor and Industries, Provider
Accounts, P.O. Box 44261, Olympia, WA 98504-4261, 360-902-5140. A copy can also be
obtained online at www.Ini.wa.gov.

[Statutory Authority: RCW 51.36.080, 51.04.030, 51.36.010, 51.04.020. 01-21-140, § 296-23B-0100, filed 10/24/01, effective
1/1/02.]

WAC 296-23B-0110 How does an ambulatory surgery center bill for
services?

Ambulatory surgery centers must submit bills for services on a national standard form specified
by the department of labor and industries. Bills also may be submitted electronically using
department file format specifications. Providers must follow the instructions in the General
Provider Billing Manual and Billing Instructions. Special billing policies for ambulatory surgery
centers are in the Medical Aid Rules and Fee Schedules under Ambulatory Surgery Center
Payment Policies.

Note: Copies of billing manuals, billing instructions and the Medical Aid Rules and Fee Schedules may be
obtained from Department of Labor and Industries, Warehouse, P.O. Box 44843, Olympia, WA
98504-4843 or 360-902-5754. The Medical Aid Rules and Fee Schedules may also be viewed
online at www.lni.wa.gov.

[Statutory Authority: RCW 51.36.080, 51.04.030, 51.36.010, 51.04.020. 01-21-140, § 296-23B-0110, filed 10/24/01, effective
1/1/02.]

WAC 296-23B-0120 What procedures are covered in an ambulatory
surgery center?

The department will use the Centers for Medicare and Medicaid Services (CMS) list of
procedures covered in an ambulatory surgery center plus additional procedures as determined
by the department. All procedures covered in an ambulatory surgery center are listed in the
Medical Aid Rules and Fee Schedules, Ambulatory Surgery Center Payment Policies section.
Certain procedures are still subject to the utilization review program. Procedures that are not
listed are not covered in an ambulatory surgery center.

Under certain conditions, the director, the director's designee, or self-insurer, in their sole
discretion, may determine that a procedure not on the list may be authorized in an ambulatory
surgery center. For example, if the procedure could be harmful to a particular patient unless
performed in an ambulatory surgery center. Requests for coverage under these special
circumstances require prior authorization. The process for requesting coverage is outlined in
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the Medical Aid Rules and Fee Schedules, Ambulatory Surgery Center Payment Policies
section.

The department will allow some procedures to be covered in an outpatient setting that CMS
covers only in an inpatient setting. The department will cover these procedures in an
ambulatory surgery center if the following criteria are met:

(1) The surgeon deems that it is safe and appropriate to perform such a procedure in an
outpatient setting; and

The procedure meets the department's utilization review requirements.

Notes: For information on the utilization review program please see the following:
WAC 296-20-024 for utilization management authority.
WAC 296-20-01002 for definition of utilization review.
WAC 296-20-02700 through 296-20-03002 for medical coverage policies.
Provider bulletins describing the utilization review program.
These may be viewed online at www.Ini.wa.gov.

[Statutory Authority: RCW 51.36.080, 51.04.030, 51.36.010, 51.04.020. 01-21-140, § 296-23B-0120, filed 10/24/01, effective
1/1/02.]

WAC 296-23B-0130 What payment can an ambulatory surgery center
expect for providing services?
The department pays the lesser of the billed charge (the ASC's usual and customary fee) or the

fee schedule's maximum allowed rate. The fee schedule for ambulatory surgery centers is in
the Medical Aid Rules and Fee Schedules.

[Statutory Authority: RCW 51.36.080, 51.04.030, 51.36.010, 51.04.020. 01-21-140, § 296-23B-0130, filed 10/24/01, effective
1/1/02.]

WAC 296-23B-0140 When will the rates and policies for ambulatory
surgery centers be updated?

The fee schedule, codes, and policies for ambulatory surgery centers will be reviewed
periodically. The department will publish provider bulletins to clarify, update, and inform
ambulatory surgery centers about changes in policies or fees. They also will be published each
July in the Medical Aid Rules and Fee Schedules.

[Statutory Authority: RCW 51.36.080, 51.04.030, 51.36.010, 51.04.020. 01-21-140, § 296-23B-0140, filed 10/24/01, effective
1/1/02.]
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All providers must follow the administrative rules, medical coverage decisions
and payment policies contained within the Medical Aid Rules and Fee
Schedules, Provider Bulletins, and Provider Updates. If there are any services,
procedures, or text contained in the CPT® and HCPCS coding books that are in
conflict with the Medical Aid Rules and Fee Schedules, the department’s rules
and policies apply (WAC 296-20-010). All policies in this document apply to
claimants receiving benefits from the State Fund, the Crime Victims
Compensation Program and Self-Insurers unless otherwise noted.

Questions may be directed to the Provider Hotline at 1-800-848-0811.
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GENERAL INFORMATION

EFFECTIVE DATE
This edition of the Medical Aid Rules and Fee Schedules is effective for services performed on
or after July 1, 2002.

UPDATES AND CORRECTIONS TO THE FEE SCHEDULES

Additional fee schedule and policy information is published throughout the year in the
department’s Provider Bulletins and Provider Updates. If necessary, corrections to the
Medical Aid Rules and Fee Schedules will be published on the department’s web site at
http://www.Ini.wa.gov/hsa/.

STATE AGENCIES’ FEE SCHEDULE AND PAYMENT POLICY DEVELOPMENT

The Washington state government payers coordinate fee schedule and payment policy
development. The intent of this coordination is to develop payment systems and policies that
make billing and payment requirements as consistent as possible for providers.

The state government payers are:

e The Washington State Fund workers’ compensation program (The State Fund),
administered by the Department of Labor and Industries

e The Uniform Medical Plan, administered by the Health Care Authority for state
employees and retirees

e The State Medicaid Program, administered by the Medical Assistance
Administration (MAA) within the Department of Social and Health Services (DSHS)

These agencies comprise the Interagency Reimbursement Steering Committee (RSC). The
RSC receives input from the State Agency Technical Advisory Group (TAG) on the
development of fee schedules and payment policies. The TAG consists of representatives
from almost all major state professional provider associations.

While the basis for most of the agencies’ fee schedules is the same, payment and benefit
levels differ because each agency has its own source of funding, benefit contracts, rates and
conversion factors.

BECOMING A PROVIDER

WORKERS’ COMPENSATION PROGRAM

Every provider who treats a Washington injured worker must have an active L&l provider
account number to receive payment. Providers can apply for account numbers by completing
a Provider Account Application. More information about the provider application process is
published in WAC 296-20-12401, which can be found in the Medical Aid Rules section.
Provider applications are available on the department’s web site at www.Ini.wa.gov/forms
(form #F248-011-000) or can be requested by contacting the department’s Provider Accounts
section or the Provider Hotline.

Provider Accounts Provider Hotline
Department of Labor & Industries 1-800-848-0811
PO Box 44261

Olympia, WA 98504-4261

(360) 902-5140

7-1-02 CPT® codes and descriptions only are © 2001 American Medical Association 131 Introduction


http://www.lni.wa.gov/hsa/
www.lni.wa.gov/forms

CRIME VICTIMS COMPENSATION PROGRAM

Providers treating victims of crime must apply for separate accounts with the Crime Victims
Compensation Program. Provider applications for the Crime Victims Compensation Program
are available on the department’s web site at www.Ini.wa.gov/forms (form #F800-053-000) or
can be requested by contacting the Crime Victims Compensation Program.

Department of Labor and Industries
Crime Victims Compensation Program
Provider Registration

PO Box 44520

Olympia, WA 98504-4520

(360) 902-5377

BILLING INSTRUCTIONS AND FORMS

BILLING PROCEDURES
Billing procedures are outlined in WAC 296-20-125, which can be found in the Medical Aid
Rules section.

BILLING MANUALS AND BILLING INSTRUCTIONS

The General Provider Billing Manual (publication #F248-100-000) and the department’s
provider specific billing instructions contain billing guidelines, reporting and documentation
requirements, resource lists and contact information. These publications are available on the
department’s web site at www.Ini.wa.gov/hsa or can be requested from the department’s
Provider Accounts section. (Refer to “Becoming a Provider” above for contact information.)

BILLING FORMS

Providers should use the department’s most recent billing forms. Using out-of-date billing
forms may result in delayed payment. To order new billing forms or other department
publications, complete the Medical Forms Request Card (located at the end of this document
or on the department’s web site at www.Ini.wa.gov/forms/) and send it to the department’s
warehouse.

GENERAL BILLING TIPS

Billing Tip This symbol is placed next to billing tips throughout the policy sections to
facilitate correct payments.
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SUBMITTING CLAIM DOCUMENTS TO THE STATE FUND

MAILING ADDRESSES

Sending State Fund bills, reports and correspondence to the right mailing address is
important. Mailing State Fund bills to the right address helps the department pay you
promptly. Reports and chart notes should be mailed separately from bills. Sending reports or
chart notes with your bill may delay or even prevent the information from reaching the claims
manager.

ltem Mailing Address for State Fund
Report of Industrial Injury or Department of Labor & Industries
Occupational Disease PO BOX 44299

Olympia, WA 98504-4299
Correspondence for State Fund Claims | Department of Labor & Industries
PO BOX 44291

Olympia, WA 98504-4291

State Fund Provider Account Department of Labor & Industries
Information Updates PO BOX 44261

Olympia, WA 98504-4261
UB-92 Form Department of Labor & Industries

PO BOX 44266

Olympia, WA 98504-4266
Adjustments and Bills for Retraining & | Department of Labor & Industries
Job Modification, Home Nursing and PO BOX 44267

Miscellaneous Olympia, WA 98504-4267
Bills for Pharmacy & Compound Department of Labor & Industries
Prescriptions PO BOX 44268
Olympia, WA 98504-4268
HCFA 1500 Form Department of Labor & Industries

PO BOX 44269

Olympia, WA 98504-4269
Reports and Chart Notes Department of Labor & Industries
PO BOX 44291

Olympia, WA 98504-4291

State Fund Refunds (attach copy of Department of Labor & Industries
remittance advice) PO BOX 44291

Olympia, WA 98504-4835
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TIPS FOR SUBMITTING CORRESPONDENCE TO THE STATE FUND

Put the Patient’s Name and Claim Number in the Upper Right Hand Corner

All correspondence you submit to the State Fund should be legible and should include the
patient’s name and claim number in the upper right hand corner of each page. If you do not
have the claim number, put the worker’s social security number in the upper right hand corner
of all pages of your correspondence. Including this information will ensure that your
correspondence is routed to the correct worker’s file.

If more than one report about a claimant is submitted at the same time, staple together all
reports pertaining to the claim number. [f abbreviations are used, please provide a copy of the
abbreviation key with all chart notes submitted.

Submit Reports on Plain White, 8 '2” x 11” Paper (One Side Only)

The type of paper you use when submitting your reports can cause significant delays in claim
management and bill payment. The State Fund uses an imaging system to store electronic
copies of all documents submitted on injured worker’s claims. This system cannot read some
types of paper and has difficulty passing other types through automated machinery.

All reports submitted to the State Fund should be on plain white, 8 752" x 11” paper printed only
on one side. Submitting reports on other types of paper may require manual handling or re-
processing. These delays may cause claims managers to request information you have
already submitted.

Documents with highlighter markings can black out information or make information difficult to
read. To emphasize text, please use asterisks or underlining. Please DO NOT submit reports
on:

e Colored paper, particularly “hot” or intense colors,

e Thick or textured paper,

e Carbonless paper,

e Paper with highlighter markings,

e Paper with shaded areas,

e Paper with black or dark borders, especially on the top border, or

e Paper with logos or other information in the top 2" edge of the document.

DOCUMENTATION REQUIREMENTS

Providers must maintain documentation in workers’ medical files to verify the level, type and
extent of services provided to injured workers. The department may deny or reduce a
provider’s level of payment for a specific visit or service if the required documentation is not
provided or indicates the level or type of service does not match the procedure code billed. No
additional amount is payable for documentation required to support billing.

In addition to the documentation requirements published by the American Medical Association
in the physicians’ Current Procedural Terminology, CPT® book, the department or Self-Insurer
has additional reporting and documentation requirements. These requirements are described
in the provider specific sections and in WAC 296-20-06101. The department may pay
separately for specialized reports or forms required for claims management.
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RECORD KEEPING REQUIREMENTS

As a provider with a signed agreement with the department, you are the legal custodian of the
injured workers’ medical records. You must include subjective and objective findings, records
of clinical assessment (diagnoses), as well as reports and interpretations of x-rays, laboratory
studies and other key clinical information in patient charts.

Providers are required to keep all records necessary for the department to audit the provision
of services for a minimum of five years. (See WAC 296-20-02005 Keeping of records.)
Providers are required to keep all x-rays for a minimum of ten years. (See WAC 296-23-140
Custody of x-rays.)

CHARTING FORMAT

For progress and ongoing care, use the standard “SOAP” (Subjective, Objective, Assessment,
Plan and progress) format. Chart notes should also document employment issues, including a
record of the patient’s physical and medical ability to work, and information regarding any
rehabilitation that the worker may need to undergo. Restrictions to recovery, any temporary or
permanent physical limitations, and any unrelated condition(s) that may impede recovery must
be documented.

“SOAP-ER”

S Subjective complaints.

O Obijective findings
A Assessment.

P Plan and progress.
E Employment issues.

R Restrictions to recovery

OVERVIEW OF PAYMENT METHODS

HOSPITAL INPATIENT PAYMENT METHODS

The following is an overview of the department’s payment methods for services in the hospital
inpatient setting. Refer to Chapter 296-23A in the Medical Aid Rules and the Hospital
Payment Policies section for more information.

All Patient Diagnosis Related Groups (AP-DRG)

The department uses All Patient Diagnosis Related Groups (AP-DRGs) to pay for most
inpatient hospital services.

Percent of Allowed Charges (POAC)

The department uses a POAC payment method for some hospitals that are exempt from the
AP-DRG payment method.

Self-insurers and Crime Victims pay all hospitals using POAC.

The department uses the POAC as part of the outlier payment calculation for hospitals paid by
the AP-DRG. P

Per Diem
The department uses statewide average per diem rates for five AP-DRG categories: chemical
dependency, psychiatric, rehabilitation, medical, and surgical. Some hospitals are paid for all
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inpatient services using per diem rates. Hospitals paid using the AP-DRG method are paid
per diem rates for AP-DRGs designated as low volume.

HOSPITAL OUTPATIENT PAYMENT METHODS

The following is an overview of the department’s payment methods for services in the hospital
outpatient setting. Refer to Chapter 296-23A in the Medical Aid Rules and the Hospital
Payment Policies section for more detailed information.

Ambulatory Payment Classifications (APC)
The department pays for most hospital outpatient services with the APC payment method.

Professional Services Fee Schedule
The department pays for most services not paid with the APC payment method according to
the maximum fees in the Professional Services Fee Schedule.

Self-insurers and Crime Victims pay for most radiology, pathology, laboratory, physical
therapy, and occupational therapy services according to the maximum fees in the Professional
Services Fee Schedule.

Percent of Allowed Charges (POAC)

Hospital outpatient services that are not paid with the APC payment method, the Professional
Services Fee Schedule or by department contract are paid by a POAC payment method.
Self-insurers and Crime Victims use POAC to pay for hospital outpatient services that are not
paid with the Professional Services Fee Schedule.

Department Contract
The department pays for chronic pain management services by department contract.

AMBULATORY SURGERY CENTER PAYMENT METHODS

Ambulatory Surgery Center (ASC) Groups

The department uses a modified version of the ASC Grouping system that was developed by
the Centers for Medicare and Medicaid Services (CMS) to pay for facility services in an ASC.
Refer to Chapter 296-23B in the Medical Aid Rules and the ASC Payment Policies section for
more information.

PROFESSIONAL PROVIDER PAYMENT METHODS

Resource Based Relative Value Scale (RBRVS)

The department uses the Resource Based Relative Value Scale (RBRVS) to pay for most
professional services. More information about RBRVS is contained in the Professional
Services section. Services priced according to the RBRVS fee schedule have a fee schedule
indicator of “R” in the Professional Services Fee Schedule.

Anesthesia Fee Schedule
The department pays for most anesthesia services using anesthesia base and time units.
More information is available in the Professional Services section.

Pharmacy Fee Schedule
The department pays pharmacies for drugs and medications according to the pharmacy fee
schedule. More information is available in the Professional Services section.
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Average Wholesale Price

The department’s rates for most drugs dispensed from a prescriber’s office are priced based
on a percentage of the average wholesale price (AWP) or the average average wholesale
price (AAWP) of the drug. Drugs priced with an AWP or AAWP method have a fee schedule
indicator of “D” in the Professional Services Fee Schedule.

Clinical Laboratory Fee Schedule

The department’s clinical laboratory rates are based on a percentage of the clinical laboratory
rates established by the Centers for Medicare and Medicaid Services. Services priced
according to the department’s clinical laboratory fee schedule have a fee schedule indicator of
“L” in the Professional Services Fee Schedule.

Flat fees

The department establishes rates for some services that are not priced with other payment
methods. Services priced with flat fees have a fee schedule indicator of “F” in the Professional
Services Fee Schedule.

Department Contracts

The department pays for some services by contract. Some of the services paid by contract
include TENS units and supplies, utilization management, pain management, and chemically
related illness center services. Services paid by department agreement have a fee schedule
indicator of “C” in the Professional Services Fee Schedule.

By Report
The department pays for some covered services on a by report basis. Services paid by report
have a fee schedule indicator of “N” in the Professional Services Fee Schedule.

BILLING CODES AND MODIFIERS

The department’s fee schedules use the federal Healthcare Common Procedure Coding
System (HCPCS), select codes from the American Society of Anesthesiologists (ASA), and
agency unique “local codes.”

HCPCS Level | codes are the Physicians’ Current Procedural Terminology (CPT®) codes that
are developed, updated and copyrighted annually by the American Medical Association
(AMA). There are three categories of CPT® codes:

CPT® Category | codes are codes used for professional services and pathology and
laboratory tests. These services are clinically recognized and generally accepted
services, not newly emerging technologies. These codes consist of five numbers (e.g.
99201).

CPT® Category Il codes are optional codes used to facilitate data collection for
tracking performance measurement. These codes consist of four numbers followed by
the letter “F” (e.g. 1234F).

CPT® Category lll codes are temporary codes used to identify new and emerging
technologies. These codes consist of four numbers followed by the letter “T” (e.g.
0001T).

HCPCS Level | modifiers are the CPT® modifiers that are developed, updated and
copyrighted annually by the American Medical Association (AMA). CPT® modifiers are used to
indicate that a procedure or service has been altered without changing its definition. These
modifiers consist of two numbers (e.g. -22). The department does not accept the five digit
modifiers.
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HCPCS Level Il codes, commonly called HCPCS (pronounced “Hick-Picks”), are updated
annually by the Centers for Medicare and Medicaid Services (CMS). CMS develops most of
the codes. Codes beginning with “D” are developed and copyrighted by the American Dental
Association (ADA) and are published in the Current Dental Terminology (CDT-3). HCPCS
codes are used to identify miscellaneous services, supplies and materials not contained in the
CPT®coding system. These codes begin with a single letter, followed by four numbers (e.g.
K0007).

HCPCS Level Il modifiers are developed and updated annually by CMS and are used to
indicate that a procedure has been altered. These modifiers consist of two letters (e.g. -AA) or
one letter and one number (e.g. -E1).

ASA codes* are developed, updated and copyrighted by the American Society of
Anesthesiologists (ASA) and published in the ASA Relative Value Guide (ASARVG). These
codes consist of five numbers (e.g. 02100) and are clearly distinguished from CPT® codes
where used in the fee schedules.

*

Copyright 2002 American Society of Anesthesiologists. All Rights Reserved.

Local codes are used to identify department unique services or supplies. They consist of four
numbers followed by one letter (not “F” or “T”). For example, 1040M should be used to code
completion of the department’s accident report form.

Local modifiers are used to identify department unique alterations to services. They consist
of one number and one letter (e.g. —1S).

The fee schedules do not contain the full text descriptions of the CPT®, HCPCS, CDT or ASA

codes. Providers must bill according to the full text descriptions published in the CPT® and
HCPCS books and in the ASARVG, which can be purchased from private sources. Refer to
Washington Administrative Code (WAC) 296-20-010(1) for additional information.

REFERENCE GUIDE FOR CODES AND MODIFIERS

HCPCS Level | HCPCS Level Il
CPT® CPT® CPT® HCPCS ASA L&l Local
Category | Category Il Category llI Codes
Source AMA/ AMA/ AMA/ CMS/ ASA Labor &
CMS CMS CMS ADA Industries
Code 5 numbers 4 numbers 4 numbers 1 letter and 4 5 numbers 4 numbers
Format followed by “F” | followed by “T” numbers and 1 letter
(not “F” or
“T7)
Modifier 2 numbers N/A N/A 2 letters or N/A 1 number
Format 1 letter and 1 and 1 letter
number
Purpose Professional Tracking codes Temporary Materials, supplies, Selected L&l unique
services & to facilitate codes for new drugs & anesthesiology services,
pathology & data collection | and emerging professional services not in materials &
laboratory technologies services CPT® coding supplies
tests system
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PROVIDER BULLETINS AND UPDATES

Provider Bulletins and Provider Updates are adjuncts to the Medical Aid Rules and Fee
Schedules, providing additional fee schedule, medical coverage decisions, and policy
information throughout the year.

Provider Bulletins give official notification of new or revised policies, programs and/or
procedures that have not been previously published.

Provider Updates give official notification of corrections or important information, but the
contents do not represent new policies, programs, and/or procedures.

All users of the Medical Aid Rules and Fee Schedules are encouraged to keep Provider
Bulletins and Updates on file. The bulletins and updates listed below were in effect at the time
this fee schedule was printed.

Provider Bulletins are available on the department’s web site at www.Ini.wa.gov/hsa. If you
need hard copies, you may request them from the Provider Hotline at 1-800-848-0811.

If a bulletin or update is not listed here, it is either no longer current or has been incorporated
into the Medical Aid Rules and Fee Schedules. Refer to the body of the Medical Aid Rules
and Fee Schedules for changes affecting your practice.

CURRENT PROVIDER BULLETIN LIST

Bulletin | Date Subject Contact Phone Number
Number | Issued Person
02-03 4/02 HIPAA Impacts on Labor & Industries Pat Harris 360-902-5384
Simone Stilson | 360-902-6319
02-01 3/02 Guidelines for Shoulder Surgeries Lavonda 360-902-6690
McCandless
01-14 12/01 Recent Formulary Coverage Decisions Jaymie Mai 360-902-6792
and Drug Updates
01-13 11/01 Hospital Outpatient Prospective Jim King 360-902-4244
Payment System
01-12 11/01 Ambulatory Surgery Center Payment Anaya Balter 360-902-5021
01-11 11/01 Transcutaneous Electrical Nerve Susan 360-902-6821
Stimulation (TENS) Christiansen
01-10 10/01 Rating Permanent Impairment Jami Lifka 360-902-4941
Carol Britton 360-902-6818
01-09 10/01 Hearing Aid Services & Devices Hearing Loss 360-902-6929
Reimbursement Policies & Rates Unit
01-08 8/01 Payment Policies for Attendant Services | Jim Dick 360-902-5131
01-07 8/01 Chiropractic Consultant Program Joanne 360-902-6817
McDaniel
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Bulletin | Date Subject Contact Phone Number

Number | Issued Person

01-06 6/01 Testing and Treatment of Bloodborne Jamie Lifka 360-902-4941
Pathogens

01-05 6/01 Guidelines for Lumbar Fusion Lavonda 360-902-6690
(Arthrodesis) McCandless

01-04 5/01 Vocational Provider Performance Jim Kammerer | 360-902-6809
Measurement Mary Kaempfe | 364 900.6511

01-03 5/01 Vocational Rehabilitation Payment Blake Maresh 360-902-6564
Guidelines

01-01 2/01 Vocational Rehabilitation Purchasing Blake Maresh 360-902-6564

00-09 10/00 IDET & Vax-D Grace Wang 360-902-5227

00-08 7/00 UR Program Nikki D’Urso 360-902-5034

00-06 5/00 Outside of Washington State Provider Tom Davis 360-902-6687
Reimbursement Policies Jim King 360-902-4244

00-04 5/00 Payment for Opioids to Treat Chronic, Jami Lifka 360-902-4941
Noncancer Pain

00-01 1/00 Recent Changes to the Medical Aid Jami Lifka 360-902-4941
Rules: Linda Grant 360-902-6790
Definition of ‘Proper & Necessary’;
Provider Reporting Requirements;
Criteria for Medical Coverage Decisions;
Drug Coverage Rules

99-11 12/99 Job Modification and Pre Job Karen Jost 360-902-5622
Accommodations

99-09 8/99 Interpreter Services Juanita Perry 360-902-4260

99-06 7/99 Pharmacy On-Line Point-of-Service Tom Davis 360-902-6687
Billing System

99-05 6/99 Chiropractic Consultant Program Joanne 360-902-6817

McDaniel

99-04 6/99 Physician Assistant Provider Numbers Tom Davis 360-902-6687

99-02 5/99 Review for Job Analysis Michael Arnis 360-902-4477

98-11 12/98 Fibromyalgia Jami Lifka 360-902-4941

98-10 12/98 Hyaluronic Acid in Treatment of Jami Lifka 360-902-4941
Osteoarthritis of the Knee

98-09 9/98 Authorizing Vocational Retraining: Michael Arnis 360-902-4477
Policies 6.51, 6.52 & 6.53
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Bulletin | Date Subject Contact Phone Number

Number | Issued Person

98-04 6/98 Post-Acute Brain Injury Rehabilitation Jim King 360-902-4244
Reimbursement Policy

98-02 4/98 Post-Acute Brain Injury Rehabilitation Lucille Lapalm | 360-902-4293
Coverage Policy RN, ONC

98-01 2/98 Payment Policy for Nurse Case Pat Patnode 360-902-5030
Management RN, ONC

97-05 10/97 Complex Regional Pain Syndrome Lavonda 360-902-6690
(CRPS) McCandless

97-04 7/97 Neuromuscular Electrical Stimulation Jami Lifka 360-902-4941
(NMES) Device

97-03 7/97 Obesity Treatment Policy 7.13 Pat Patnode 360-902-5030

RN, ONC

96-11 11/96 Home Modification Policy 11.10 Karen Jost 360-902-5622

96-10 10/96 Exchanging Medical Information with Sandy Dziedzic | 360-902-4471
Employers

95-10 11/95 Guidelines for Electrodiagnostic Lavonda 360-902-6690
Evaluation of Carpal Tunnel McCandless

95-08 10/95 Introducing the Center for Excellence for | Dave Overby 360-902-6791
Chemically Related lliness

95-04 4/95 Thoracic Outlet Syndrome Lavonda 360-902-6690

McCandless

94-16 6/94 Home Health Care, Home Care and Lucille Lapalm | 360-902-4293
Hospice Agencies RN, ONC

94-12 2/94 Revised Rules for the Evaluation of Jami Lifka 360-902-4941
Respiratory Impairment

93-02 4/93 Pain Clinics Carole Winegar | 360-902-6815

91-01 1/91 Screening Criteria for Surgery to Treat Lavonda 360-902-6690
Knee Injuries McCandless

90-07 4/90 Work Hardening Programs: Guidelines Karen Jost 360-902-5622
for Vocational Rehabilitation Counselors

90-06 4/90 Work Hardening Programs: Guidelines Karen Jost 360-902-5622
for Attending Doctors and Therapists
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CURRENT PROVIDER UPDATE LIST

Update
Number

Date
Issued

Subject

Contact
Person

Phone Number

01-02

11/01

Vocational Services

Joanne
McDaniel

360-902-6817

01-01

11/01

Miscellaneous Topics:

Provider Documentation and Reporting
Requirements; Information Release
Form; Rebill State Fund; Submitting
Claim Documents to State Fund;
Ergonomics Rule; Fee Schedule
Corrections; Independent Medical
Examination Report, Intradiscal
Electrothermal Technique; Place Of
Service Coding; Work-Related Asthma

Joanne
McDaniel

360-902-6817

00-01

1/00

Miscellaneous Topics:

Submitting Claims; Hearing Aids; IMEs;
Personal Appliances; Plantar Fasciitis;
Prescriptions; Provider On-Line Services;
Billing for Multiple, Same-Day Surgery
Services; Toll Free Lines; Work
Conditioning and Work Hardening

Joanne
McDaniel

360-902-6817

99-01

6/99

Miscellaneous Topics:

Current Staff Addresses; Chiropractic
Fee Schedule Clarification; Dry
Hydrotherapy; Hearing Aids; Medical
Examiners’ Handbook; Medical
Reimbursement Methods Evaluation
Project; Outpatient Prospective Payment
System Project; Post-Acute Head Injury
Program; TENS

Joanne
McDaniel

360-902-6817

98-02

9/98

Miscellaneous Topics:

Current Staff Addresses; Chiropractic
Consultant program; Hearing Aid
Replacement; Post-Acute Brain Injury
Rehabilitation; Ultram prescriptions

Joanne
McDaniel

360-902-6817

96-02

10/96

Errors the Department Frequently
Identifies during Audits and Reviews

Joanne
McDaniel

360-902-6817
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Professional Services

This section contains payment policy information for professional services.
Many of the policies contain information previously published in Provider
Bulletins.

In addition to the policies outlined in this section, all providers must follow the
administrative rules, medical coverage decisions and payment policies
contained within the Medical Aid Rules and Fee Schedules, Provider Bulletins,
and Provider Updates. If there are any services, procedures, or text contained
in the CPT® and HCPCS coding books that are in conflict with the Medical Aid
Rules and Fee Schedules, the department’s rules and policies apply (WAC 296-
20-010). All policies in this document apply to claimants receiving benefits from
the State Fund, the Crime Victims Compensation Program and Self-Insurers
unless otherwise noted.

Questions may be directed to the Provider Hotline at 1-800-848-0811.
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GENERAL INFORMATION

COVERED SERVICES

The department makes general policy decisions, called medical coverage decisions, to ensure
quality of care and prompt treatment of workers. Medical coverage decisions include or
exclude a specific health care service as a covered benefit.

No payment will be made for non-covered codes. Non-covered codes are listed with “Not
Covered” in the dollar value columns in the Professional Services Fee Schedule. They are
also listed in Appendix D at the end of this document.

For more information on coverage decisions and covered services, refer to WAC 296-20
sections -01505, -02700 through -02850, -03002 and -1102.

UNITS OF SERVICE

Payment for billing codes that do not specify a time increment or unit of measure is limited to
one unit per day. For example, only one unit is payable for CPT® code 97022, whirlpool
therapy, regardless of how long the therapy lasts.

UNLISTED CODES

A covered service or procedure may be provided that does not have a specific code or
payment level listed in the fee schedules. When reporting such a service, the appropriate
unlisted procedure code may be used and a special report is required as supporting
documentation. No additional payment is made for the supporting documentation. Refer to
WAC 296-20 of the Washington Administrative Code (including the definition section), and to
the fee schedules for additional information.

WASHINGTON RBRVS PAYMENT SYSTEM AND POLICIES

The department uses the Resource Based Relative Value Scale (RBRVS) to pay for most
professional services. Services priced according to the RBRVS fee schedule have a fee
schedule indicator of “R” in the Professional Services Fee Schedule.

BASIS FOR CALCULATING RBRVS PAYMENT LEVELS

RBRVS fee schedule allowances are based on relative value units (RVUs), geographic
adjustment factors for Washington State, and a conversion factor. The three state agencies
(the Department of Labor and Industries, the Health Care Authority and the Department of
Social and Health Services) use a common set of RVUs and geographic adjustment factors for
procedures, but use different conversion factors.

The primary source for the current RVUs is the 2002 Medicare Physician Fee Schedule
Database (MPFSDB), which was published by the Centers for Medicare and Medicaid
Services (CMS) in the November 1, 2001 Federal Register. The Federal Register can be
accessed online from the “Laws and Regulations” link on CMS’s website or can be purchased
from the U.S. Government in hard copy, microfiche, or disc formats. The Federal Register can
be ordered from the following addresses:

Superintendent of Documents U.S. Government Bookstore
PO Box 371954 or 915 2nd Avenue
Pittsburgh, PA 15250-7954 Seattle, WA 98174
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Under CMS’s approach, relative values are assigned to each procedure based on the
resources required to perform the procedure, including the work, practice expense, and
liability insurance (malpractice expense). The state agencies geographically adjust the RVUs
for each of these components based on the costs for Washington State. The Washington
State geographic adjustment factors for July 1, 2002 are: 98.9% of the work component RVU,
101.1% of the practice expense RVU, and 78.8% of the malpractice RVU.

To calculate the department’s maximum fee for each procedure:

1) Multiply each RVU component by the corresponding geographic adjustment factor,
2) Sum the geographically adjusted RVU components and round the result to the nearest
hundredth,

3) Multiply the rounded sum by the department’s RBRVS conversion factor (published in
WAC 296-20-135) and round to the nearest penny.

The department’s maximum fees are published as dollar values in the Professional Services
Fee Schedule.

SITE OF SERVICE PAYMENT DIFFERENTIAL

The site of service differential is based on CMS’s payment policy and establishes distinct
maximum fees for services performed in facility and non-facility settings. The department will
pay professional services at the RBRVS rates for facility and non-facility settings based on
where the service was performed. Therefore, it is important to include a valid two-digit
place of service code on your bill.

The department’s maximum fees for facility and non-facility settings are published in the
Professional Services Fee Schedule.

Services Paid at the RBRVS Rate for Facility Settings

When services are performed in a facility setting, the department makes two payments, one to
the professional provider and another to the facility. The payment to the facility includes
resource costs such as labor, medical supplies and medical equipment. To avoid duplicate
payment of resource costs, these costs are excluded from the RBRVS rates for facility settings.

Professional services will be paid at the RBRVS rate for facility settings when the department
also makes a payment to a facility. Therefore, services billed with the following place of
service codes will be paid at the rate for facility settings:

Place of

Service Code Place of Service Description
05 Indian health service free-standing facility
06 Indian health service provider-based facility
07 Tribal 638 free-standing facility
08 Tribal 638 provider-based facility
21 Inpatient hospital
22 Outpatient hospital
23 Emergency room- hospital
24 Ambulatory surgery center
25 Birthing Center
26 Military treatment facility
31 Skilled nursing facility
51 Inpatient psychiatric facility
61 Comprehensive inpatient rehabilitation facility
62 Comprehensive outpatient rehabilitation facility
99 Other unlisted facility

(none) (Place of service code not supplied)
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Services Paid at the RBRVS Rate for Non-Facility Settings

When services are provided in non-facility settings, the professional provider typically bears
the costs of labor, medical supplies and medical equipment. These costs are included in the
RBRVS rate for non-facility settings.

Professional services will be paid at the RBRVS rate for non-facility settings when the
department does not make a separate payment to a facility. Therefore, services billed with the
following place of service codes will be paid at the rate for non-facility settings:

Place of

Service Code Place of Service Description
03 School
04 Homeless shelter
11 Office
12 Home
15 Mobile unit
32 Nursing facility
33 Custodial care facility
34 Hospice
41 Ambulance (land)
42 Ambulance (air or water)
50 Federally qualified health center
52 Psychiatric facility partial hospitalization
53 Community mental health center
54 Intermediate care facility/mentally retarded
55 Residential substance abuse treatment center
56 Psychiatric residential treatment center
60 Mass immunization center
65 End stage renal disease treatment facility
71 State or local public health clinic
72 Rural health clinic
81 Inpatient laboratory

Facilities will be paid at the RBRVS rate for non-facility settings when the department does not
make a separate payment directly to the provider of the service.

Remember to include a valid two-digit place of service code on your bill.
Billing Tip Bills without a place of service code will be processed at the RBRVS

rate for facility settings, which could result in lower payment.

EVALUATION AND MANAGEMENT SERVICES (E/M)

NEW AND ESTABLISHED PATIENT

The department uses the CPT® definitions of new and established patients.

If a patient presents with a work related condition and meets the definition of a new patient in a
provider’s practice, then the appropriate level of a new patient E/M should be billed.

If a patient presents with a work related condition and meets the definition of an established
patient in a provider’s practice, then the appropriate level of established patient E/M service
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should be billed, even if the provider is treating a new work related condition for the first
time.

MEDICAL CARE IN THE HOME OR NURSING HOME

The department allows attending physicians to charge for nursing facility services (CPT®
codes 99301-99313), domiciliary, rest home (e.g., boarding home), or custodial care services
(CPT® codes 99321-99333) and home services (CPT® codes 99341-99350). The attending
physician (not staff) must perform these services. The medical record must document the
medical necessity as well as the level of service.

PROLONGED EVALUATION AND MANAGEMENT

Payment of prolonged E/M (CPT® codes 99354-99357) is allowed with a maximum of three
hours per day per patient. These services are payable only when another E/M code is billed
on the same day using the following CMS payment criteria:

CPT® Code Other CPT® Code(s) Required on Same Day

99354 99201-99205, 99212-99215, 99241-99245 or 99324-99350

99355 99354 and one of the E/M codes required for 99354

99356 99221-99223, 99231-99233, 99251-99255, 99261-99263, 99301-99303, or
99311-99313

99357 99356 and one of the E/M codes required for 99356

The time counted toward payment for prolonged E/M services includes only direct face-to-face
contact between the provider and the patient (whether the service was continuous or not).
Prolonged physician services without direct contact (CPT® codes 99358 and 99359) are
bundled and are not payable in addition to other E/M codes.

A narrative report is required when billing for prolonged evaluation and management
services.

PHYSICIAN STANDBY SERVICES

The department pays for physician standby services (CPT® code 99360) when all the following
criteria are met:
e Another physician requested the standby service,

e The standby service involves prolonged physician attendance without direct (face-to-face)
patient contact,

e The standby physician is not concurrently providing care or service to other patients during
this period,

e The standby service does not result in the standby physician’s performance of a procedure
subject to a “surgical package,” and

e Standby services of 30 minutes or more are provided.

Subsequent periods of standby beyond the first 30 minutes may be reported and are payable
only when a full 30 minutes of standby was provided for each unit of service reported. Round
all fractions of a 30-minute unit downward.

Justification for the physician standby service must be documented and retained in the
provider’s office and submitted to the department or Self-Insurer for review upon request.

A narrative report is required when billing for physician standby services.
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CASE MANAGEMENT SERVICES

Team conferences (CPT® codes 99361-99362) may be payable when the attending doctor,
consultant, or psychologist meets with an interdisciplinary team of health professionals,
department staff, vocational rehabilitation counselors, nurse case managers, department
medical consultants, Self-Insurer representatives or employers. Documentation must include
a goal-oriented, time-limited treatment plan covering medical, surgical, vocational or return to
work activities, or objective measures of function that allow a determination as to whether a
previously created plan is effective in returning the injured worker to an appropriate level of
function.

Telephone calls (CPT® codes 99371-99373) are payable only when personally made by the
attending doctor, consultant or psychologist. These services are payable when discussing or
coordinating care or treatment with the injured worker, department staff, vocational
rehabilitation counselors, nurse case managers, department medical consultants, Self-Insurer
representatives or employers. Telephone calls for authorization, resolution of billing issues, or
ordering prescriptions are not payable.

Documentation for case management services (CPT® codes 99361-99373) must include:
e The date,

e The participants and their titles,

e The length of the call or visit,

e The nature of the call or visit, and

e All medical, vocational or return to work decisions made.

Psychiatrists and clinical psychologists may only bill for case management services when also
providing consultation or evaluation.

PHYSICIAN CARE PLAN OVERSIGHT

The department allows separate payment for physician care plan oversight services (CPT®
codes 99375, 99378 and 99380). Payment is limited to one per attending physician, per
patient, per 30-day period. Care plan services (CPT® codes 99374, 99377 and 99379) of less
than 30 minutes within a 30-day period are considered part of E/M services and are not
separately payable.

Payment for care plan oversight to a physician providing postsurgical care during the
postoperative period will be made only if the care plan oversight is documented as unrelated to
the surgery, and modifier —24 is used. The attending physician (not staff) must perform these
services. The medical record must document the medical necessity as well as the level of
service.

TELECONSULTATIONS

The department has adopted a modified version of CMS’s policy on teleconsultations.
Teleconsultations require an interactive telecommunication system, consisting of special audio
and video equipment that permits real-time consultation between the patient, consultant and
referring provider. Telephones, faxes and electronic mail systems do not meet the definition of
an interactive telecommunication system.

Coverage of Teleconsultations

Teleconsultations are covered in the same manner as face-to-face consultations (refer to
WACs 296-20-045 and —051), but in addition, all of the following conditions must be met:
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e The consultant must be a doctor as described in WAC 296-20-01002, which includes a
MD, DO, ND, DPM, OD, DMD, DDS, or DC. A consulting DC must be an approved
consultant with the department.

e The referring provider must be one of the following: MD, DO, ND, DPM, OD, DMD, DDS,
DC, ARNP, PA, or PhD Clinical Psychologist.

e The patient must be present at the time of the consultation.
e The examination of the patient must be under the control of the consultant.
o The referring provider must be physically present with the patient during the consultation.

e The consultant must submit a written report documenting this service to the referring
provider, and must send a copy to the insurer.

o Areferring provider who is not the attending must consult with the attending provider
before making the referral.

Payment of Teleconsultations

Teleconsultations are paid in a different manner than face-to-face consultations. Also, the
department and Self-Insurers pay for teleconsultations in a different manner than CMS.
Insurers may directly pay both consultants and referring providers for their services. Insurers
will pay according to the following criteria:

e Providers (consulting and/or referring) must append a “GT” modifier to one of the
appropriate codes listed in the table below.

e The amount allowable for the appropriate code is the lesser of the billed amount or 75% of
the fee schedule amount.

¢ No separate payment will be made for the review and interpretation of the patient’s medical
records and/or the required report that must be submitted to the referring provider and to
the department.

¢ No payment is allowed for telephone line charges and facility fees incurred during the
teleconsultation.

The Consultant May Bill Codes: The Referring Provider May Bill Codes:
CPT® codes 99241-99245 CPT® codes 99211-99215
CPT® codes 99251-99255 CPT® codes 99218-99239
CPT® codes 99261-99263 CPT® codes 99301-99313
CPT® codes 99271-99275 CPT® codes 99331-99333

CPT® codes 99241-99244 (for DCs) CPT® codes 99347-99357
CPT® codes 99211-99214 (for DCs)

Local codes 2130A-2134A (for NDs) CPT® codes 90801 (for PhD Clinical Psychologists)
Local codes 2133A-2134A (for NDs)

END STAGE RENAL DISEASE (ESRD)

The department follows CMS’s policy regarding the use of E/M services along with dialysis
services. E/M services (CPT® codes 99231-99233 and 99261-99263) are not payable on the
same date as hospital inpatient dialysis (CPT® codes 90935, 90937, 90945 and 90947).
These E/M services are bundled in the dialysis service.

Separate billing and payment for an initial hospital visit (CPT® codes 99221-99223), an initial
inpatient consultation (CPT® codes 99251-99255), and a hospital discharge service (CPT®
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code 99238 or 99239), will be allowed when billed on the same date as an inpatient dialysis
service.

APHERESIS

The department follows CMS’s policy regarding apheresis services. Separate payment for
established patient office or other outpatient visits (CPT® codes 99211-99215), subsequent
hospital care (CPT® codes 99231-99233), and follow-up inpatient consultations (CPT® codes
99261-99263), will not be allowed on the same date that therapeutic apheresis (CPT® code
36520) is provided.

Physicians furnishing therapeutic apheresis services may bill for the appropriate E/M visit or
consultation code indicating the level of services provided rather than billing for the therapeutic
apheresis services. This will permit physicians to be paid for the level of service furnished.

The time spent in apheresis management may not be counted in determining the duration of
time spent in critical care services (CPT® codes 99291 and 99292). The code for therapeutic
apheresis includes payment for all medical management services provided to the patient on
the same date of service. Payment will be made for only one unit of CPT® code 36520
provided by the same physician, on the same date, for the same patient.

SURGERY SERVICES

GLOBAL SURGERY POLICY

Many surgeries have a follow-up period during which charges for normal postoperative care
are bundled into the global surgery fee. The global surgery follow-up day period for each
surgery is listed in the “Fol-Up” column in the Professional Services Fee Schedule.

Services and Supplies Included in the Global Surgery Policy

The following services and supplies are included in the global surgery follow-up day period
and are considered bundled into the surgical fee:

e The operation itself.

e Preoperative visits, in or out of the hospital, beginning on the day before the surgery.

e Services by the primary surgeon, in or out of the hospital, during the postoperative period.

e Dressing changes; local incisional care and removal of operative packs; removal of
cutaneous sutures, staples, lines, wires, tubes, drains and splints; insertion, irrigation and
removal of urinary catheters, cast room charges, routine peripheral IV lines, nasogastric
and rectal tubes; and change and removal of tracheostomy tubes. Casting materials are
not part of the global surgery policy and are paid separately.

¢ Additional medical or surgical services required because of complications that do not
require additional operating room procedures.

How to Apply the Follow-Up Day Period

The follow-up day period applies to any provider who participated in the surgical procedure.
These providers include:
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e Surgeon or physician who performs any component of the surgery (e.g., the pre, intra,
and/or postoperative care of the patient; identified by modifiers —56, -54, and —55)

o Assistant surgeon (identified by modifiers —80, -81, and —82)
o Two surgeons (identified by modifier —62)

e Team surgeons (identified by modifier —66)

e Anesthesiologists and CRNAs

The follow-up day period always applies to the following CPT® codes, unless modifier -24, -25,
-57, or -79 is appropriately used:

E/M Codes Ophthalmological Codes
99211-99215 99301-99303 92012-92014
99218-99220 99311-99316
99231-99239 99331-99333
99261-99263 99347-99350
99291-99292

Professional inpatient services (CPT® codes 99211-99223) are only payable during the follow-
up day period if they are performed on an emergency basis (i.e., they are not payable for
scheduled hospital admissions).

Codes that are considered bundled are not payable during the global surgery follow-up
period.

PRE, INTRA, OR POSTOPERATIVE SERVICES

The department or Self-Insurer will allow separate payment when the preoperative,
intraoperative or postoperative components of the surgery are performed by different
physicians or providers. The appropriate modifiers (-54, -55 or -56) must be used. The
percent of the maximum allowable fee for each component is listed in the Professional
Services Fee Schedule.

If different providers perform different components of the surgery (pre, intra, or postoperative
care), the global surgery policy applies to each provider. For example, if the surgeon
performing the operation transfers the patient to another physician for the postoperative care,
the same global surgery policy, including the restrictions in the follow-up day period, applies to
both physicians.

STARRED SURGICAL PROCEDURES

In the Surgery section of the CPT® book, many minor surgeries are designated by a star (*)
following the procedure code.

For these starred procedures, the department follows CMS’s policy to not allow payment for an
E/M office visit during the global period unless:

¢ A documented, unrelated service is furnished during the postoperative period and modifier
—24 is used, or

o The practitioner who performs the procedure is seeing the patient for the first time, in which
case an initial new patient E/M service can be billed. This is considered a significant,
separately identifiable service and modifier —25 must be used. Appropriate documentation
must be made in the chart describing the E/M service.
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CPT® code 99025, initial surgical evaluation, is considered bundled and is not separately
payable. Modifier =57, decision for surgery, is not payable with minor surgeries (e.g., starred
procedures). When the decision to perform the minor procedure is made immediately before
the service, it is considered a routine preoperative service and a visit or consultation is not
paid in addition to the procedure.

Modifier —57 is payable with an E/M service only when the visit results in the initial decision to
perform major surgery.

STANDARD MULTIPLE SURGERY POLICY

When multiple surgeries are performed on the same patient at the same operative session or
on the same day, the total payment equals the sum of:

100% of the global fee for the procedure or procedure group with the highest value
according to the fee schedule

50% of the global fee for the second through fifth procedures with the next highest
values, according to the fee schedule.

Procedures in excess of five require submission of documentation and individual review to
determine payment amount.

When different types of surgical procedures are performed on the same patient on the same
day for accepted conditions, the payment policies should always be applied in the following
sequence:

e Multiple endoscopy policy for endoscopy procedures
e Other modifier policies, and finally
e Standard multiple surgery policy.

BILATERAL PROCEDURES POLICY

Bilateral surgeries should be billed as two line items. Modifier —50 should be applied to the
second line item. When billing for bilateral surgeries, the two line items should be treated as
one procedure. The second line item is paid at the lesser of the billed charge or 50% of the
fee schedule maximum.

L ) Check the Professional Services Fee Schedule to see if modifier =50 is
Billing Tip valid with the procedure performed.

Example: Bilateral Procedure
Line CPT® Maximum Payment | Bilateral Policy Allowed
Item Code/Modifier | (non-facility setting) Applied Amount
1 64721 $ 574.30 $574.30 "
2 64721-50 $ 574.30 $287.15@ $ 287.15
Total Allowed Amount in Non-Facility Setting: $861.45®
(1) Allowed amount for the highest valued procedure is the fee schedule maximum.

When applying the bilateral payment policy, the two line items will be treated as one procedure.
The second line item billed with a modifier —50 is always paid at 50% of the value paid for the
first line item.

(3) Represents total allowable amount.
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ENDOSCOPY PROCEDURES POLICY

For the purpose of these payment policies, the term, “endoscopy” will be used to refer to any
invasive procedure performed with the use of a fiberoptic scope or other similar instrument.

Payment is not allowed for an E/M office visit (CPT® codes 99201-99215) on the same day as
a diagnostic or surgical endoscopic procedure unless a documented, separately identifiable
service is provided and modifier —25 is used.

Endoscopy procedures are grouped into clinically related “families.” Each endoscopy family
contains a “base” procedure that is generally defined as the diagnostic procedure (as opposed
to a surgical procedure).

The base procedure for each code belonging to an endoscopy family is listed in the “Endo
Base” column in the Professional Services Fee Schedule. Base procedures and their family
members are also identified in Appendix A, “Endoscopy Families.”

When multiple endoscopy procedures belonging to the same family (related to the same base
procedure) are billed, maximum payment is calculated as follows:

1. Maximum payment for the endoscopy procedure with the highest dollar value listed in
the fee schedule is 100% of the fee schedule value.

2.  For subsequent endoscopy procedures, maximum payment is calculated by subtracting
the fee schedule maximum for the base procedure from the fee schedule maximum for
the endoscopy family member.

When the fee schedule maximum for a family member is less than that of the base code,
no add-on will be provided nor will there be a reduction in payment. Consider the portion
of payment for this family member equal to $0.00 (see example #2).

3.  No additional payment is made for a base procedure when a family member is billed.

Once payment for all endoscopy procedures is calculated, each family is defined as an
“endoscopic group.” If more than one endoscopic group or other non-endoscopy procedure is
billed for the same patient on the same day by the same provider, the standard multiple
surgery policy will be applied to all procedures (see example #3).

Multiple endoscopies that are not related (e.g., each is a separate and unrelated procedure)
are priced as follows:

1. 100% for each unrelated procedure, then

2. Apply the standard multiple surgery policy

Example #1: Two Endoscopy Procedures in the Same Family

Line CPT® Maximum Payment Endoscopy Allowed
Item Code (non-facility setting) | Policy Applied Amount
Base 29870 $ 600.06 $ 000.00 ?
1 29874 $ 803.11 $ 203.05 ¥ $ 203.05 ©
2 29880 $ 928.88 $ 928.88 @ $ 928.88 @
Total Allowed Amount in Non-Facility Setting: $1,131.93©

(1) Base code listed is for reference only (not included on bill form).
(2) Paymentis not allowed for a base code when a family member is billed.

7-1-02  CPT® codes and descriptions only are © 2001 American Medical Association 157 Professional Services



@)
4)

®)
(6)

Allowed amount for the highest valued procedure in the family is the fee schedule maximum.

Allowed amount for other procedures in the same endoscopy family is calculated by subtracting
the fee schedule maximum for the base code from the fee schedule maximum for the non-base
code.

Amount allowed under the endoscopy policy.

Represents total allowed amount after applying all applicable global surgery policies. Standard
multiple surgery policy does not apply because only one family of endoscopic procedures was
billed.

Example #2: Endoscopy Family Member With Fee Less than Base Procedure
Line CPT® Maximum Payment Endoscopy Allowed
ltem Code (non-facility setting) | Policy Applied Amount

Base 43235 $ 450.55
1 43241 $ 200.02 $ 000.00 @
2 43251 $ 277.81 $277.81 % $277.81@
Total Allowed Amount in Non-Facility Setting: $277.81°

(1
)
@)

(4)
®)

Base code listed is for reference only (not included on bill form).
Allowed amount for the highest valued procedure in the family is the fee schedule maximum.

When the fee schedule maximum for a code in an endoscopy family is less than the fee schedule
maximum for the base code, no add-on will be provided nor will there be a reduction in payment.
Consider the portion of payment for the lesser family member equal to $0.00.

Allowed amount under the endoscopy policy.

Represents total allowed amount. Standard multiple surgery policy does not apply because only
one endoscopic group was billed.

Example #3: Two Surgical Procedures Billed with an Endoscopic Group

Line CPT® | Maximum Payment Endoscopy Standard Multiple
ltem Code | (non-facility setting) Policy Applied Surgery Policy
Applied
1 11402 $ 218.71 $109.36 ©
2 11406 $ 317.71 $ 158.86 ©
Base " | 29830 $ 632.89
3 29835 $ 713.71 $80.82 @ $80.82 @
4 29838 $ 822.30 $ 822.30 @ $822.30 ¥
Total Allowed Amount in Non-Facility Setting: $1,171.34©

Base code listed is for reference only (not included on bill form).
Allowed amount for the highest valued arthroscopy procedure is the fee schedule maximum.

Allowed amount for the second highest valued arthroscopy procedure in the family is calculated by
subtracting the fee schedule maximum for the base code from the fee schedule maximum for the non-
base code.

Standard multiple surgery policy is applied, with the highest valued surgical procedure or procedure
group being paid at 100%

Standard multiple surgery policy is applied, with the second and third highest valued surgical
procedures being paid at 50% each.

Represents total allowed amount after applying all applicable global surgery policies.
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MICROSURGERY

CPT® code 69990 is an “add-on” surgical code that indicates an operative microscope has
been used. As an “add-on” code, it is not subject to multiple surgery rules.

CPT® code 69990 is not payable when:
¢ Using magnifying loupes or other corrected vision devices, or

o Use of the operative microscope is an inclusive component of the procedure, (i.e. the
procedure description specifies that microsurgical techniques are used), or

e Another code describes the same procedure being done with an operative microscope.
For example, CPT® code 69990 may not be billed with CPT® code 31535, operative
laryngoscopy, because CPT® code 31536 describes the same procedure using an
operating microscope. The table below contains a complete list of all such codes.

CPT® Codes Not Allowed with CPT® 69990

15756-15758 26551-26554 31540-31541 61548

15842 26556 31560-31561 63075-63078
19364 31520 31570-31571 64727
19368 31525-31526 43116 64820-64823
20955-20962 31530-31531 43496 65091-68850
20969-20973 31535-31536 49906

REGISTERED NURSES AS SURGICAL ASSISTANTS

Licensed registered nurses may perform surgical assistant services if the registered nurse
submits the following documents to the department or Self-Insurer along with a completed
provider application.

o A photocopy of her or his valid and current registered nurse license, and

o A letter granting on-site hospital privileges for each institution where surgical assistant
services will be performed.

Payment for these services is ninety percent (90%) of the allowed fee that would otherwise be
paid to an assistant surgeon.

MISCELLANEOUS
Angioscopy

Payment for angioscopies (CPT® code 35400) is limited to only one unit based on its complete
code description encompassing multiple vessels. The work involved with varying numbers of
vessels was incorporated in the RVUs.

Closure of Enterostomy

Closure of enterostomy (CPT® codes 44625 and 44626) is not payable with mobilization (take
down) of splenic flexure performed in conjunction with partial colectomy (CPT® code 44139).
If both are billed, only CPT® code 44139 will be paid.
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ANESTHESIA SERVICES

Anesthesia payment policies are established by the department with input from the
Interagency Reimbursement Steering Committee (RSC) and the Anesthesia Technical
Advisory Group (ATAG). The RSC is a standing committee with representatives from the
Department of Labor and Industries, the Department of Social and Health Services, and the
Health Care Authority. The ATAG includes anesthesiologists, certified registered nurse
anesthetists (CRNASs), and billing professionals.

NON-COVERED AND BUNDLED SERVICES

The department does not cover anesthesia assistant services.

Anesthesia is not payable for procedures that are not covered by the department. Refer to
Appendix D for a list of non-covered procedures.

Patient acuity does not affect payment levels. Payment for qualifying circumstances (CPT®
codes 99100, 99116, 99135 and 99140) is considered bundled and is not payable separately.
CPT® physical status modifiers (-P1 to -P6) and CPT® five-digit modifiers are not accepted.

Anesthesia by surgeon (modifier -47) is not payable. Payment for local, regional or digital
block or general anesthesia administered by the surgeon is considered included in the RBRVS
payment for the procedure. These services will not be paid separately. Bills for anesthesia
services with modifier -47 will be denied.

ANESTHESIA CODES AND MODIFIERS

Anesthesia Codes Accepted by the Department

Anesthesia services should be billed using CPT® anesthesia codes 00100 through 01999 and
the appropriate anesthesia modifier.

In addition to the CPT® anesthesia codes, the department will also accept two anesthesia
codes published in the American Society of Anesthesiologists’ Relative Value Guide
(ASARVG):

ASA Code* ASA Description

02100 Anesthesia for diagnostic or therapeutic nerve blocks and injections
(when block or injection is performed by a different provider)

02101 Anesthesia for diagnostic or therapeutic nerve blocks and injections-
patient in the prone position (when block or injection is performed by a
different provider)

* Copyright 2002 American Society of Anesthesiologists. All Rights Reserved.

The department will not accept any other ASA codes. All other anesthesia codes should be
billed according to the descriptions published in the CPT® coding book.

In 2001, the department paid for anesthesia nerve blocks using ASA codes 01961 and 01962.
These code numbers have since been deleted from ASARVG and incorporated into the CPT®
coding system. CPT® codes 01961 and 01962 represent anesthesia for obstetric services.
When the CPT® and ASARVG code descriptions differ, providers should bill according to the
CPT® descriptions.
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Anesthesia Modifiers

Anesthesiologists and CRNAs should use the following modifiers when billing for anesthesia
services paid with base and time units. Services billed with CPT® five-digit modifiers and
physical status modifiers (-P1 through -P6) will not be paid. Refer to the CPT® and HCPCS
books for complete modifier descriptions and instructions.

CPT® Modifiers

-23 Unusual anesthesia
Applies only to services paid with anesthesia base and time units. Services billed with
this modifier may be individually reviewed prior to payment. Supporting documentation
is required for this review.

-99 Multiple modifiers
This modifier should only be used when two or more modifiers affect payment.
Payment is based on the policy associated with each individual modifier that describes
the services performed. For billing purposes, only enter modifier -99 in the modifier
column. List the individual descriptive modifiers elsewhere on the billing document.

HCPCS Modifiers

Physician Modifiers:

-AA Anesthesia services performed personally by anesthesiologist
Payment will be made to the physician using base and time units. Time is billed in total
minutes.

-QK Medical direction of two, three, or four concurrent anesthesia procedures
involving qualified individuals
Only physicians may use this modifier. Payment will be based on the policies for team
services.

-QY Medical direction of one CRNA for a single anesthesia procedure
Only physicians may use this modifier. Payment will be based on the policies for team
services.

CRNA Modifiers:

-QX CRNA service: with medical direction by a physician
Only CRNAs may use this modifier. Payment will be based on the policies for team
services.

-QZ CRNA service: without medical direction by a physician
Only CRNAs may use this modifier. Payment will be made at 90% of the allowed fee
that would otherwise be paid to a physician.

MEDICAL DIRECTION OF ANESTHESIA (TEAM CARE)

The department follows CMS’s policy for medical direction of anesthesia, which is the same as
“Team Care.” Physicians directing qualified individuals performing anesthesia must:

¢ Perform a pre-anesthetic examination and evaluation,
e Prescribe the anesthesia plan

o Personally participate in the most demanding aspects of the anesthesia plan, including, if
applicable, induction and emergence,
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e Ensure that any procedures in the anesthesia plan that he or she does not perform are
performed by a qualified individual as defined in program operating instructions,

e Monitor the course of anesthesia administration at frequent intervals,

¢ Remain physically present and available for immediate diagnosis and treatment of
emergencies, and

e Provide indicated post-anesthesia care.

In addition, the physician may direct no more than four anesthesia services concurrently and
may not perform any other services while directing the single or concurrent services. The
physician may attend to medical emergencies and perform other limited services as allowed
by Medicare instructions and still be deemed to have medically directed anesthesia
procedures.

The physician must document in the patient’s medical record that the medical direction
requirements were met. The physician does not need to submit this documentation with the
bill, but must make the documentation available to the insurer upon request.

When billing for team care situations, anesthesiologists and CRNAs should submit separate
bills using their own provider account numbers. Anesthesiologists billing for team care should
use the appropriate modifier for medical direction or supervision (-QK or -QY). CRNAs billing
for team care should use modifier -QX. Once the total maximum anesthesia payment is
calculated, 50% of that amount may be paid to the physician, and 45% to the CRNA (90% of
the other 50% share).

CERTIFIED REGISTERED NURSE ANESTHETISTS

Licensed nursing rules and billing instructions are contained in WACs 296-23-240 and —245.
CRNA services will be paid at a maximum of ninety percent of the allowed fee that would
otherwise be paid to a physician. The only modifiers that are valid for CRNAs are -QX and -QZ.

CRNA services must be billed on a separate HCFA-1500 form from
Billing Tip those of an anesthesiologist. This applies to CRNAs providing solo
services as well as team care. More information and examples of how

to submit bills can be found in the department’s HCFA-1500 billing
instructions (publication #F248-094-000).

ANESTHESIA SERVICES PAID WITH BASE AND TIME UNITS

Most anesthesia services are paid with base and time units. The department’s anesthesia
base units are adapted from CMS’s anesthesia base units with input from the Anesthesia
Technical Advisory Group (ATAG). The anesthesia codes and base units are listed in the
Professional Services Fee Schedule.

Anesthesia time begins when the anesthesiologist or CRNA starts to physically prepare the
patient for the induction of anesthesia in the operating room area (or its equivalent).
Anesthesia time ends when the anesthesiologist or CRNA is no longer in constant attendance
(i.e. when the patient can be safely placed under postoperative supervision). Anesthesia
should be billed in one-minute time units.

List only the time in minutes on your bill. Do not include the base units.
Billing Tip The appropriate base units will be automatically added by the

department’s payment system when the bill is processed.
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Anesthesia Payment Calculation

The maximum payment for anesthesia services paid with base and time units is calculated
using the base value for the procedure, the time the anesthesia service is administered, and
the department’s anesthesia conversion factor. The anesthesia conversion factor is published
in WAC 296-20-135. For services provided on or after July 1, 2002, the anesthesia conversion
factor is $41.70 per 15 minutes ($2.78 per minute). Providers are paid the lesser of their
charged amount or the department’s maximum allowed amount.

To determine the maximum anesthesia payment for a procedure:

1. Multiply the base units listed in the fee schedule by fifteen.

2. Add the value from step 1 to the total number of whole minutes.
3. Multiply the result from step 2 by $2.78.

Example:

CPT® code 01382 (anesthesia for knee arthroscopy) has 3 anesthesia base units. If the
anesthesia service takes 60 minutes, the maximum payment would be calculated as follows:

1. Base units x 15 = 3 x 15 = 45 base units
2. 45 base units + 60 time units (minutes) = 105 base and time units.
3. Maximum Payment = 105 x $2.78 = $ 291.90

ANESTHESIA ADD-ON CODES

Anesthesia add-on codes should be billed with a primary anesthesia code. There are three
anesthesia add-on codes in the 2002 CPT® book: 01953, 01968 and 01969. CPT® add-on
code 01953 should be billed with primary code 01952. CPT® add-on codes 01968 and 01969
should be billed with primary code 01967.

Anesthesia add-on codes 01968 and 01969 should be billed in the same manner as other
anesthesia codes paid with base and time units. Providers should report the total time for the
add-on procedure (in minutes) in the “Units” column (Field 24G) of the HCFA-1500 form.

Anesthesia for Burn Excisions or Debridement

The anesthesia add-on code for burn excision or debridement, CPT® code 01953, should be
billed according to the instructions in the following table.

Total Body Primary Units of Add-On
Surface Area Code Code 01953

Less than 1 percent 01951 None

1 - 9 percent 01952 None

Up to 18 percent 01952 1

Up to 27 percent 01952 2

Up to 36 percent 01952 3

Up to 45 percent 01952 4

Up to 54 percent 01952 5

Up to 63 percent 01952 6

Up to 72 percent 01952 7

Up to 81 percent 01952 8

Up to 90 percent 01952 9

Up to 99 percent 01952 10
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ANESTHESIA SERVICES PAID WITH RBRVS

Some services commonly performed by anesthesiologists and CRNAs are not paid with
anesthesia base and time units. These services include code 01996, most pain management
services and other selected services. These services are paid with the Washington RBRVS
fee schedule and are listed in Appendix F.

No anesthesia modifiers should be used when billing for services payable under RBRVS; if an
anesthesia modifier is used, the payment for that code will be denied. Payment rates for
codes payable under RBRVS are located in the Professional Services Fee Schedule.

Billing Tip When services are billed under RBRVS, the total number of times the
procedure is performed, not the total minutes, should be entered in the

“Units” column (Field 24G) on the HCFA-1500 bill form.

E/M Services Payable with Pain Management Procedures

An evaluation and management service is payable on the same day as a pain management
procedure only when:

o ltis the patient’s initial visit to the practitioner who is performing the procedure or

e The E/M service is clearly separate and identifiable from the pain management procedure
performed on the same day, and meets the criteria for an E/M service.

The office notes or report must document the objective and subjective findings used to
determine the need for the procedure and any future treatment plan or course of action. The
use of E/M codes on days after the procedure is performed is subject to the global surgery
policy (refer to “Surgery Services” section).

Injection Code Treatment Limits
Details regarding treatment guidelines and limits for the following kinds of injections can also

be found in WAC 296-20-03001. Refer to “Medication Administration” in the “Other Medicine
Services” section for information on billing for medications.

Injection Treatment Limit

Epidural and caudal injections of substances | Maximum of six injections per acute episode
other than anesthetic or contrast solution are allowed.

Facet injections Maximum of four injection procedures per

patient are allowed.

Intramuscular and trigger point injections of | Maximum of six injections per patient are
steroids and other non-scheduled allowed.
medications and trigger point dry needling*

* Dry needling is considered a variant of trigger point injections with medications. Itis a
technique where needles are inserted (no medications are injected) directly into trigger point
locations as opposed to the distant points or meridians used in acupuncture. The department
does not cover acupuncture services (WAC 296-20-03002). Dry needling of trigger points
should be billed using trigger point injection codes 20552 or 20553. Dry needling follows the
same rules as trigger point injections in WAC 296-20-03001(14).
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RADIOLOGY

X-RAY SERVICES
Repeat X-Rays

No payment will be made for excessive or unnecessary x-rays. Repeat or serial x-rays may
be performed only upon adequate clinical justification to confirm changes in the accepted
condition(s) when need is supported by documented changes in objective findings or
subjective complaints.

Number of Views

There is no code that is specific for “additional views” for radiology services. Therefore, the
number of views of x-rays that may be paid is determined by the CPT® description for the
particular service.

For example, the following CPT® codes for radiologic exams of the spine are payable as
outlined below:

CPT® Code | Payable
72020 Once for a single view
72040 Once for two to three views
72050 Once for four or more views
72052 Once, regardless of the number of views it takes to complete the series

-RT and -LT Modifiers

HCPCS modifiers -RT (right side) and -LT (left side) do not affect payment, but may be used
with CPT® radiology codes 70010-79999 to identify duplicate procedures performed on
opposite sides of the body.

Portable X-Rays

Radiology services furnished in the patient’s place of residence are limited to the following
tests, which must be performed under the general supervision of a physician:

o Skeletal films involving extremities, pelvis, vertebral column or skull

e Chest or abdominal films that do not involve the use of contrast media

e Diagnostic mammograms

HCPCS codes for transportation of portable x-ray equipment R0070 (one patient) or R0O075
(multiple patients) may be paid in addition to the appropriate radiology code(s).

Custody

X-rays must be retained for ten years. See WAC 296-23-140(1)

CONSULTATION SERVICES

CPT® code 76140, x-ray consultation, is not covered. For radiology codes where a
consultation service is performed, providers should bill the specific x-ray code with the modifier
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-26. For example, if a consultation is made on a chest x-ray, single view, frontal, the provider
should bill 71010-26.

Separate payment will not be made for review of films taken previously or elsewhere if a face-
to-face service is performed on the same date as the x-ray review. Review of records and
diagnostic studies is bundled into the E/M, chiropractic care visit or other procedure(s)
performed.

Payment for a radiological consultation will be made at the established professional
component (modifier -26) rate for each specific radiology service. A written report of the
radiology consultation is required.

CONTRAST MATERIAL

Separate payment will not be made for contrast material unless a patient requires low osmolar
contrast media (LOCM). LOCM may be used in intrathecal, intravenous, and intra-arterial
injections for patients with one or more of the following conditions:

¢ A history of previous adverse reaction to contrast material, with the exception of a
sensation of heat, flushing, or a single episode of nausea or vomiting,
e A history of asthma or allergy,

e Significant cardiac dysfunction including recent imminent cardiac decompensation,
arrhythmias, unstable angina pectoris, recent myocardial infarction, and pulmonary
hypertension,

e Generalized severe debilitation, or
e Sickle cell disease.

To bill for LOCM, use the appropriate HCPCS code, A4644, A4645 or A4646. The brand
name of the LOCM and the dosage must be documented in the patient’s chart. HCPCS codes
and payment levels are listed in the Professional Services Fee Schedule.

. . HCPCS codes A4644, A4645 and A4646 are paid at a flat rate based on
Billing Tip the Average Wholesale Price (AWP) per ml. Bill one unit per m.

NUCLEAR MEDICINE

The standard multiple surgery policies apply to the following radiology codes for nuclear
medicine services.

CPT® Code Abbreviated Description
78306 Bone imaging, whole body
78320 Bone imaging (3D)

78802 Tumor imaging, whole body
78803 Tumor imaging (3D)

78806 Abscess imaging, whole body
78807 Nuclear localization/abscess

The multiple procedures reduction will be applied when these codes are billed:
o With other codes that are subject to the standard multiple surgery policy, and

e For the same patient, on the same day, by the same physician or by more than one
physician of the same specialty in the same group practice.

Refer to the “Surgery Services” section for more information about the standard multiple
surgery payment policies.
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PHYSICAL MEDICINE

GENERAL INFORMATION

Units of Service

Supervised modalities and therapeutic procedures that do not list a specific time increment in
their description are limited to one unit per day.

Non-Covered and Bundled Codes

The following physical medicine codes are not covered:

Code Abbreviated Description
CPT® 97005 Athletic train eval
CPT® 97006 Athletic train reeval

CPT® 97033 lontophoresis, each 15 min
CPT® 97545* Work hardening/conditioning
CPT® 97546* Each additional hour

CPT® 97781 Acupuncture
HCPCS Q0086 | PT evaluation/treatment, per visit

* Work hardening services are paid with local codes only to approved providers.

The following are examples of bundled items or services:

e CPT® code 97010, application of hot or cold packs

e Ice packs, ice caps and collars

e Electrodes and gel

o Activity supplies used in work hardening, such as leather and wood

o Exercise balls

o Thera-taping

¢ Wound dressing materials used during an office visit and/or physical therapy treatment

Refer to the appendices for complete lists of non-covered and bundled codes.

PHYSICAL CAPACITIES EVALUATION

The following local code is payable only to physicians who are board qualified or certified in
physical medicine and rehabilitation, and physical and occupational therapists.

1045M Performance-based physical capacities evaluation with report and
SUMMAry Of CAPACITIES........ceeviiiiiiiiiiiiiiiie e $613.53

PHYSICAL MEDICINE AND REHABILITATION (PHYSIATRY)

Medical or Osteopathic physicians who are board qualified or board certified in physical
medicine and rehabilitation may be paid for CPT® codes 97001 through 97799. CPT® code
64550, application neurostimulator (TENS), is payable only once per claim.
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NON-BOARD CERTIFIED/QUALIFIED PHYSICAL MEDICINE PROVIDERS

Special payment policies apply for attending doctors who are not board qualified or certified in
physical medicine and rehabilitation:

e Attending doctors who are not board qualified or certified in physical medicine and
rehabilitation will not be paid for CPT® codes 97001 - 97799. They may perform physical
medicine modalities and procedures described in CPT® codes 97001 - 97750 if their scope
of practice and training permit it, but must bill local code 1044M for these services.

e Local code 1044M is limited to six visits per claim, except when the attending doctor
practices in a remote location where no licensed, registered physical therapist is available.

e After six visits, the patient must be referred to a licensed, registered physical therapist or
physiatrist for such treatment. Refer to WAC 296-20-290 for more information.

1044M Physical medicine modality(ies) and/or procedure(s) by attending doctor
who is not board qualified or certified in physical medicine and
rehabilitation. Limited to first six visits except when doctor practices in a
FEMOLE AIBA......eeeeeiueiiee e et e e ettt e e et e e e et e e e e et e e e e e eab e e e e e abeeeeeasaeeeeeanneneens $37.88

PHYSICAL AND OCCUPATIONAL THERAPY

Physical and occupational therapists should use the appropriate physical medicine CPT®
codes 97001-97799, with the exceptions noted later in this section. In addition, physical and
occupational therapists should bill the appropriate covered HCPCS codes for miscellaneous
materials and supplies. For information on surgical dressings dispensed for home use, refer to
WAC 296-23-220 or to the “Supplies, Materials and Bundled Services” section.

If more than one patient is treated at the same time in a group setting, use CPT® code 97150,
group therapeutic procedures.

Daily Maximum for Services

The daily maximum allowable fee for physical and occupational therapy services is $102.65
(see WACs 296-23-220 and -230). The daily maximum applies to CPT® codes 64550 and
97001-97799 when performed for the same patient for the same date of service. If both
physical and occupational therapy services are provided on the same day, the daily maximum
applies once for each provider type.

The daily maximum allowable fee does not apply to performance based physical capacities
examinations (PCEs), work hardening services or job/pre-job accommodation consultation
services billed with local codes.

Physical and Occupational Therapy Evaluations

Physical and occupational therapy evaluations should be billed with CPT® codes 97001
through 97004 according to the table below.

Provider Initial Evaluation Re-evaluation
Physician or Physical Therapist CPT® 97001 CPT® 97002
Physician or Occupational Therapist CPT® 97003 CPT® 97004

CPT® codes 97001 and 97003 are used to report the initial evaluation before the plan of care
is established by the physician or therapist. The purpose of the initial evaluation is to evaluate
the patient’s condition and establish a plan of care.
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CPT® codes 97002 and 97004 are used to report the re-evaluation of a patient who has been
under a plan of care established by the physician or therapist. This evaluation is for the
purpose of re-evaluating the patient’s condition and revising the plan of care under which the
patient is being treated.

Wound Debridement

Therapists may not bill the surgical CPT® codes for wound debridement. Therapists must bill
CPT® 97601 or 97602 when performing wound debridement that exceeds what is incidental to
a therapy (e.g. whirlpool).

Wound dressings and supplies used in the office are bundled and are not separately payable.
Wound dressings and supplies sent home with the patient for self-care can be billed with
HCPCS codes appended with local modifier -1S. See the “Supplies, Materials and Bundled
Services” section for more information.

OSTEOPATHIC MANIPULATIVE TREATMENT

Only osteopathic physicians may bill osteopathic manipulative treatment (OMT) using CPT®
codes 98925 through 98929. CPT® code 97140, manual therapy, is not covered for
osteopathic physicians.

For OMT services (CPT® codes 98925-98929) body regions are defined as: head region,
cervical region, thoracic region, lumbar region, sacral region, pelvic region, lower extremities,
upper extremities, rib cage region, abdomen and viscera region.

These codes ascend in value to accommodate the additional body regions involved.
Therefore, only one code is payable per treatment. For example, if three body regions were
manipulated, one unit of CPT® code 98926 would be payable.

OMT includes pre- and post-service work (e.g. cursory history and palpatory examination).
E/M office visit services are not to be routinely billed in conjunction with OMT. E/M office visit
service (CPT® codes 99201-99215) may be billed in conjunction with OMT only when all of the
following conditions are met:

e When the E/M service constitutes a significant separately identifiable service that exceeds
the usual pre- and post-service work included with OMT.

e There is documentation in the patient’s record supporting the level of E/M billed.

e The E/M service is billed using the -25 modifier. E/M codes billed on the same day as OMT
without the -25 modifier will not be paid.

The E/M service may be caused or prompted by the same diagnosis as the OMT service. A
separate diagnosis is not required for payment of E/M in addition to OMT services on the
same day.

The department or Self-Insurer may reduce payment or process recoupments when E/M
services are not documented sufficiently to support the level of service billed. The CPT® book
describes the key components that must be present for each level of service.

CHIROPRACTIC SERVICES

Chiropractic physicians should use the codes listed in this section to bill for services. In
addition chiropractic physicians should use the appropriate CPT® codes for radiology, office
visit and case management services and HCPCS codes for miscellaneous materials and
supplies.
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Evaluation and Management

Chiropractic physicians may bill the first four levels of CPT® new and established patient office
visit codes (99201-99204 and 99211-99214). The department uses the CPT® definitions for
new and established patients. If a provider has treated a patient for any reason within the last
three years, the person is considered an established patient. Refer to a CPT® book for
complete code descriptions, definitions and guidelines.

New Patient E/M Payment Policies

The following payment policies apply when chiropractic physicians use E/M new patient office
visit codes for the initial visit for a new work injury:

¢ A new patient E/M office visit code is payable only once for the initial visit.
¢ Modifier -22 is not payable with E/M codes for chiropractic services.

o New patient E/M office visit codes are payable with L&l chiropractic care codes only when
all of the following conditions are met:

1. The E/M service constitutes a significant separately identifiable service that exceeds
the usual pre- and post-service work included in the chiropractic care visit, and

2. Modifier 25 is added to the new patient E/M code, and

3. Supporting documentation describing the service(s) provided is in the patient’s record.

Established Patient E/M Payment Policies

The following payment policies apply when chiropractic physicians use E/M established patient
office visit codes for the initial visit for a new work injury:

¢ An established patient E/M office visit code is not payable on the same day as a new
patient E/M office visit code.

e Office visits in excess of 20 visits or 60 days require prior authorization.
o Modifier -22 is not payable with E/M codes for chiropractic services.

o Established patient E/M codes are not payable in addition to L&l chiropractic care codes
for follow-up visits.

o Established patient E/M codes are payable in addition to L&l chiropractic care codes only
when all of the following conditions are met:

1. The E/M service is for the initial visit for a new claim, and

2. The E/M service constitutes a significant separately identifiable service that exceeds
the usual pre- and post-service work included in the chiropractic care visit, and

Modifier -25 is added to the new patient E/M code, and

Supporting documentation describing the service(s) provided is in the patient’s record.

When a patient requires re-evaluation for an existing claim, either an
established patient E/M code (99211-99214) or a chiropractic care local

code (2050A-2052A) is payable. Payment will not be made for both.
Modifier -25 is not applicable in this situation.
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Chiropractic Care Visits
Billing Codes

The department has developed the following clinical complexity based local codes for
chiropractic care visits. CPT® codes for chiropractic manipulative treatment (98940-98943) are
not covered.

2050A Level 1: Chiropractic Care Visit (straightforward complexity)........cccccccoeee.. $ 35.81
2051A Level 2: Chiropractic Care Visit (low complexity) .......ccooevvreviiiiiiiiiiieiieeneennee. $ 45.87
2052A Level 3: Chiropractic Care Visit (moderate complexity) ..........ccccceeeeerirninnnne. $ 55.88

Chiropractic care visits are defined as office or other outpatient visits involving subjective and
objective assessment of patient status. The table below outlines the treatment requirements,
presenting problems and face-to-face patient time involved in the three levels of chiropractic
care visits.

Clinical decision making complexity is the primary component in selecting the level of
chiropractic care visit. The department defines clinical decision making complexity according
to the definitions for medical decision making complexity in the Evaluation and Management
Services Guidelines section of the CPT® book.

2050A: Level 1 2051A: Level 2 2052A: Level 3

Primary: Clinical decision Straightforward Low complexity | Moderate complexity
making is typically:

Typical number of body Upto 2 Upto3or4d Up to 5 or more
regions manipulated

Typical face-to-face time Up to 10-15 Up to 15-20 Up to 25-30 minutes
with patient and/or family minutes minutes

Body regions for chiropractic services are defined as:

e Cervical (includes atlanto-occipital joint);

e Thoracic (includes costovertebral and costotransverse joints);
e Lumbar;

e Sacral;

e Pelvic (includes sacro-iliac joint); and

e Extraspinal: Any and all extraspinal manipulations are considered to be one region.
Extraspinal manipulations include head (including temporomandibular joint, excluding
atlanto-occipital), lower extremities, upper extremities, rib cage (excluding costotransverse
and costovertebral joints).
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The following examples of chiropractic care visits are for illustrative purposes only.
They are not intended to be clinically prescriptive.

EXAMPLES
Level 1 26-year-old male presents with mild low back pain of several
Chiropractic Care Visit days duration. Patient receives manipulation/adjustment of

(straightforward complexity) the lumbar region

Level 2 55-year-old male presents with complaints of neck pain,
Chiropractic Care Visit midback and lower back pain. Patient receives 5 minutes of
(low complexity) myofascial release prior to being adjusted. The cervical,

thoracic and lumbar regions are adjusted.

Level 3 38-year-old female presents with headache, right anterior rib
Chiropractic Care Visit pain, low back pain with pain at the sacrococcygeal junction,
(moderate complexity) as well as pain in the sacroiliac regions and right sided foot

drop. Patient receives 10 minutes of moist heat application,
10 minutes of myofascial work, and manipulation/adjustment
to the cervical and atlanto-occipital, thoracic, anterior rib area,
lumbar, sacroiliac and sacrococcygeal regions.

Chiropractic Care Visit Payment Policies
¢ Only one chiropractic care visit code is payable per day.
o Office visits in excess of 20 visits or 60 days require prior authorization.

e Modifier -22 will be individually reviewed when billed with chiropractic care visit local codes
(2050A-2052A). A report is required detailing the nature of the unusual service and the
reason it was required. Payment will vary based on findings of the review. No payment
will be made when this modifier is used for non-covered or bundled services (for example:
application of hot or cold packs).

e Chiropractic care visit codes are payable in addition to E/M office visit codes only when all
of the following conditions are met:

1. The E/M service is for the initial visit for a new claim, and

2. The E/M service constitutes a significant separately identifiable service that exceeds
the usual pre- and post-service work included in the chiropractic care visit, and

Modifier -25 is added to the new patient E/M code, and

Supporting documentation is included in the patient’s record.

Complementary and Preparatory Services

Chiropractic physicians are not separately paid for patient education or complementary and
preparatory services. The department defines complementary and preparatory services as
interventions that are used to prepare a body region for or facilitate a response to a
chiropractic manipulation/adjustment. The application of heat or cold is considered a
complementary and preparatory service.
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For Example: Routine patient counseling regarding lifestyle, diet, self-care and activities of
daily living, thermal modalities or some soft tissue work, exercise instruction involving a
provision of a sheet of home exercises and a description in the course of a routine office visit.

Physical Medicine Treatment

The CPT® physical medicine codes (97001-97799) are not payable to chiropractic physicians.
Refer to “Non-Board Certified/Qualified Physical Medicine Providers” for more information.

Case Management

Refer to “Case Management Services” in the “Evaluation and Management” section for
information on billing for case management services. These codes may be paid in addition to
other services performed on the same day.

Consultations

Approved chiropractic consultants may bill the first four levels of CPT® office consultation
codes (99241-99244). The department annually publishes a Provider Bulletin describing the
department’s policy on consultation referrals. The bulletin also includes a list of approved
chiropractic consultants. To obtain the most recent bulletin, call the department’s Provider
Hotline at 1-800-848-0811.

Chiropractic Independent Medical Exams

Chiropractic physicians must be on the Approved Examiners List to perform independent
medical exams (IMEs). To be considered for placement on the Approved Examiners List, a
chiropractic physician must have all of the following:

e Two years experience as a chiropractic consultant on the department’s approved
consultant list,

e Successfully completed the department’s annual disability rating course for Washington
State,

¢ Attended the department’s annual Chiropractic Consultant Seminar during the previous 12
months,

o Submitted the written examination required for certification.
For more information, refer to the Medical Examiners’ Handbook (publication #F252-001-000).

Chiropractic physicians performing impairment ratings on their own patients or upon referral
should refer to the Medical Examiners’ Handbook and “Impairment Rating by Attending
Doctors/Consultants” later in this section.

Supplies
Refer to the “Supplies, Materials, and Bundled Services” section for information about billing
for supplies.

Radiology Services

Chiropractic physicians should bill diagnostic x-ray services using CPT® radiology codes and
the policies described in the “Radiology Services” section. If needed, x-rays immediately prior
to and immediately following the initial chiropractic adjustment may be allowed without prior
authorization. X-rays subsequent to the initial study require prior authorization.

Only chiropractic physicians who are on the department’s list of approved radiological
consultants may bill for x-ray consultation services. To qualify, a chiropractic physician must
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be a Diplomate of the American Chiropractic Board of Radiology and must be approved by the
department.

MASSAGE THERAPY

Massage therapists will be paid for CPT® code 97124 for all forms of massage therapy,
regardless of the technique used. The department will not pay massage therapists for
additional codes.

Massage therapists should bill their usual and customary fee and designate the duration of the
massage therapy treatment. Massage is a physical medicine service and is subject to the
daily maximum allowable amount of $102.65.

The application of hot or cold packs (CPT® code 97010), anti-friction devices, and lubricants
(e.g. ails, lotions, emollients, etc.) are bundled into the massage therapy service and are not
payable separately.

Refer to WAC 296-23-250 for additional information.

. . Massage therapy services should be billed in 15-minute time
Billing Tip increments. Bill one unit of CPT® code 97124 for each 15 minutes of

massage therapy.

ELECTRICAL NERVE STIMULATORS

Transcutaneous Electrical Nerve Stimulators (TENS)

Rental and Purchase of TENS

TENS units and supplies for State Fund injured workers are provided under contract. TENS
units may be prescribed by licensed medical, osteopathic, naturopathic and podiatric
physicians and dental surgeons. All providers who prescribe TENS units for State Fund
injured workers must use the department’s contracted vendor. Refer to Provider Bulletin 01-
11 for more information about TENS rental and purchase for State Fund claims.

e TENS use requires prior authorization by the insurer. Call the Provider Hotline at 1-800-
848-0811 for authorization.

o A trial evaluation period of up to 30 days is required. During this time, the provider and
injured worker will assess whether the TENS treatment is working and if rental of the unit is
medically necessary.

o Ifthe TENS is beneficial for the injured worker, a four-month rental period may be
approved.

¢ Following a four month rental period, the provider may submit a request for TENS
purchase for consideration by the insurer.

TENS Billing Codes

The department’s contracted vendor and providers treating Self-Insured workers should use
the appropriate HCPCS codes to bill for TENS units and supplies.

Sales tax and delivery charges are not separately payable and should be included in the total
charge for the TENS unit and supplies.
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HCPCS Code Description

Coverage Status

For State Fund claims: Payable only to

the department’s contracted vendor.

A4595 TENS Supplies
A4630 Replacement batteries
EO0730 TENS, four lead, larger

area, multiple nerve
stimulation

For Self-Insured and Crime Victims
claims: Payable to DME suppliers.

TENS Application

The department allows the initial TENS application and training by a physical therapist or other
qualified provider only once per claim. Use CPT® code 64550.

Electrical Stimulators Used in the Office Setting

Providers using stimulators in the office setting may bill professional services for application of
stimulators with the CPT® physical medicine codes when such application is within the
provider’s scope of practice.

Devices and Supplies for Home Use or Surgical Implantation

The following devices or supplies are intended for home use or surgical implantation.

HCPCS | Description Coverage Status

Code

A4365 | Adhesive remover Bundled for physician office use. Payable only for

A4455 | Adhesive remover wipe home use.

A4556 Electrodes

A4557 Lead wires

A4558 Conductive paste or gel

A5119 | Skin barrier wipes

A6250 Skin seal protect moisturizer

EQ745 Neuromuscular stimulator electric Covered for home use for muscle denervation only.
shock unit Prior authorization is required.

EQ747 Osteogenic stimulator, electrical, Prior authorization is required.
non-invasive, other than spinal
applications

E0749 Osteogenic stimulator, electrical Authorization subject to utilization review.
(surgically implanted)

EO0760 Osteogenic stimulator, low intensity, | Prior authorization is required. For appendicular
ultrasound, non-invasive skeleton only (not the spine).

EO0731 Form fitting conductive garment for | Not Covered
TENS or NMES

EQ0740 Incontinence treatment system

EQ0744 Neuromuscular stimulator for
scoliosis

EQ0748 Osteogenic stimulator, electrical,
non-invasive, spinal applications

EQ753 Implantable neurostimulator
electrodes, per group of four

EQ755 | Electronic salivary reflex stimulator
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PSYCHIATRIC SERVICES

The psychiatric services policies in this section apply only to workers covered by the State
Fund and Self-Insured employer workers (see WAC 296-21-270). For information on
psychiatric policies applicable to the Crime Victims Compensation Program, refer to the
department’s booklet Mental Health Treatment Rules and Fees and WAC 296-31.

PROVIDERS OF PSYCHIATRIC SERVICES

Authorized psychiatric services must be performed by either a psychiatrist (MD or DO) or a
licensed psychologist (PhD), per WAC 296-21-270. Licensed clinical psychologists and
psychiatrists are paid at the same rate when performing the same service. Each provider
must obtain his or her own L&l provider account number for billing and payment purposes.

The department does not cover psychiatric evaluation and treatment services provided by
social workers, psychiatric nurse practitioners, and other master’s level counselors, even when
delivered under the direct supervision of a clinical psychologist or a psychiatrist. Staff
supervised by a psychiatrist or licensed clinical psychologist may administer psychological
testing; however, the psychiatrist or licensed clinical psychologist must interpret the testing
and prepare the reports.

PSYCHIATRISTS AS ATTENDING PHYSICIANS

A psychiatrist can only be an injured worker’s attending physician when the department has
accepted a psychiatric condition and it is the only condition being treated. Psychologists
cannot be the attending physician and may not certify time loss or rate Permanent Partial
Disability under department rules (WAC 296-20-210).

NON-COVERED AND BUNDLED SERVICES

The following services are not covered:

CPT® Code Abbreviated Description

90802, 90810-90815, Interactive psychiatric interview/exam and interactive
90823-90829 and 90857 | psychotherapy

90845 Psychoanalysis

90846 Family psych w/o patient

90849 Multiple family group psych tx

The following services are bundled and are not payable separately:

CPT® Code Abbreviated Description
90885 Psy evaluation of records
90887 Consultation with family
90889 Preparation of report

PSYCHIATRIC CONSULTATIONS AND EVALUATIONS

All referrals for psychiatric care require prior authorization (per WAC 296-21-270). This
requirement includes referrals for psychiatric consultations and evaluations.
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When an authorized referral is made to a psychiatrist, the psychiatrist may bill either the
evaluation and management consultation codes (CPT® codes 99241-99275) or the psychiatric
diagnostic interview examination code (CPT® code 90801).

When an authorized referral is made to a clinical psychologist for an evaluation, the
psychologist may bill only the psychiatric diagnostic interview exam code (CPT® code 90801).

Authorization for CPT® code 90801 is limited to one occurrence every six months, per patient,
per provider.

Refer to WAC 296-20-045 and WAC 296-20-051 for more information on consultation
requirements.

CASE MANAGEMENT SERVICES

Psychiatrists and clinical psychologists may only bill for case management services (CPT®
codes 99361, 99362, and 99371-99373) when providing consultation or evaluation.

Refer to “Case Management Services” in the “Evaluation and Management” section for
payment criteria and documentation requirements for case management services.

INDIVIDUAL INSIGHT ORIENTED PSYCHOTHERAPY

Individual insight oriented psychotherapy services are divided into services with an evaluation
and management (E/M) component, and services without an E/M component. Coverage of
these services is different for psychiatrists and clinical psychologists.

Psychiatrists may bill individual insight oriented psychotherapy codes either with or without an
evaluation and management component (CPT® codes 90804-90809, 90816-90819 and 90821-
90822). Psychotherapy with an E/M component may be billed when services such as medical
diagnostic evaluation, drug management, writing physician orders, and/or interpreting
laboratory or other medical tests are conducted along with psychotherapy treatment.

Clinical psychologists may bill only the individual insight oriented psychotherapy codes without
an E/M component (CPT® codes 90804, 90806, 90808, 90816,90818 and 90821). They may
not bill psychotherapy with an E/M component because medical diagnostic evaluation, drug
management, writing physician orders, and/or interpreting laboratory or other medical tests are
outside the scope of clinical psychologist licensure.

Further explanation of this policy and CMS’s response to public comments about it are
published in Federal Register Volume 62 Number 211, issued on October 31, 1997.

To report individual psychotherapy, use the time frames in the CPT®

code descriptions for each unit of service. When billing these codes, do
not bill more than one unit per day. When the time frame is exceeded
for a specific code, bill the code with the next highest time frame.

USE OF CPT® EVALUATION AND MANAGEMENT CODES FOR OFFICE VISITS
Psychologists may not bill the E/M codes for office visits.

Psychiatrists may not bill the E/M codes for office visits on the same day psychotherapy is
provided for the same patient. If it becomes medically necessary for the psychiatrist to provide
an E/M service for a condition other than that for which psychotherapy has been authorized,
the provider must submit documentation of the event and request a review before payment
can be made.
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PHARMACOLOGICAL EVALUATION AND MANAGEMENT

Pharmacological evaluation (CPT® code 90862) is payable only to psychiatrists. If a
pharmacological evaluation is conducted on the same day as individual psychotherapy, the
psychiatrist should bill the appropriate psychotherapy code with and E/M component. The
psychiatrist should not bill the individual psychotherapy code and a separate E/M code in this
case (CPT® codes 99201-99215). No payment will be made for psychotherapy and
pharmacological management services performed on the same day, by the same physician,
on the same patient.

HCPCS code M0064 is not payable in conjunction with the pharmacological evaluation code
(CPT® code 90862) or with a (CPT® Evaluation and Management office visit or consultation
code (CPT® codes 99201-99215, 99241-99275). The description for HCPCS code M0064 is
“Brief office visit for the sole purpose of monitoring or changing drug prescriptions used in
treatment of mental psychoneurotic and personality disorders.” It will only be payable if these
described conditions are accepted by the department as industrially related.

NEUROPSYCHOLOGICAL TESTING

The following three codes may be used if appropriate when performing neuropsychological
evaluation. Reviewing records and/or writing and submitting a report is included in these
codes and may not be billed separately.

CPT®

Code Abbreviated Description Billing Restriction

90801 Psy dx interview May be billed only once every six months.

96100 Psychological testing/per hour May be billed up to a four hour maximum.
May be billed in addition to CPT® code
96117.

96117 Neuropsychological testing/per May be billed per hour up to a twelve hour

hour maximum.

GROUP PSYCHOTHERAPY SERVICES

Group psychotherapy treatment (CPT® code 90853) is authorized on an individual case by
case basis only. If authorized, the worker may participate in group therapy as part of his or her
individual treatment plan. The department does not pay a “group rate” to providers who
conduct psychotherapy exclusively for groups of injured workers.

If group psychotherapy is authorized and performed on the same day as individual insight
oriented psychotherapy (with or without an E/M component), both services may be billed, as
long as they meet the CPT® definitions.

NARCOSYNTHESIS AND ELECTROCONVULSIVE THERAPY

Narcosynthesis (CPT® code 90865) and electroconvulsive therapy (CPT® codes 90870 and
90871) require prior authorization. Authorized services are payable only to psychiatrists
because they require the administration of medication.
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OTHER MEDICINE SERVICES

BIOFEEDBACK

Biofeedback treatment requires an attending doctor’s order and prior authorization. Refer to
WAC 296-20-03001 for information on what to include when requesting authorization. Rental
of home biofeedback devices are time limited and require prior authorization. Refer to WAC
296-20-1102 for the department’s policy on rental equipment.

The extent of biofeedback treatment is limited to those procedures allowed within the scope of
practice of the licensed and approved biofeedback provider administering the service.

WAC 296-21-280 limits provision of biofeedback to those practitioners who are either certified
by the Biofeedback Certification Institute of America (BCIA) or who meet the certification
requirements. The WAC also sets forth authorization conditions, treatment limitations and
reporting requirements for biofeedback services.

Anyone who is a qualified or certified biofeedback provider as defined in WAC 296-21-280, but
is not licensed as a practitioner as defined in WAC 296-20-01002 may not receive direct
payment for biofeedback services. These persons may perform biofeedback as a para-
professional as defined in WAC 296-20-015 under the direct supervision of a qualified,
licensed practitioner whose scope of practice includes biofeedback and who is BCIA certified
or who meets the certification qualifications. The supervising licensed practitioner must bill the
biofeedback services.

When biofeedback is performed in conjunction with individual psychotherapy, use either CPT®
code 90875 or 90876 for psychophysiological therapy; do not bill CPT® codes 90901 or 90911
with the individual psychotherapy codes.

The following table contains the biofeedback codes payable to approved providers:

Code Abbreviated Description  Payable to: Maximum Fee
CPT® Psychophysiological thrpy | Department approved biofeedback | See
90875 20-30 min providers who are: Clinical Professional
CPT® Psychophysiological thrpy | Psychologists or Psychiatrists (MD | Services Fee
90876 45-50 min or DO). Schedule
CPT® Biofeedback, any modality | Any department approved
90901 biofeedback provider
CPT® Biofeedback peri/uro/rectal
90911
HCPCS | Electromyography (EMG) DME or pharmacy providers (for
EO0746 biofeedback device rental or purchase). Bundled for
RBRVS providers for use in the
office.
Local Biofeedback initial eval, 1 Any department approved $ 126.64
1042M hr, includes report biofeedback provider
Local Biofeedback follow-up $ 63.32
1043M eval, 30 min, includes
report

Note: CPT® codes 90901 and 90911 are not time limited and only one unit of service per day
is payable, regardless of the length of the biofeedback session or number of modalities. The

local codes for diagnostic evaluation (1042M and 1043M) are payable in addition to treatment
on the same day. Initial evaluation is limited to once per claim per provider.
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ELECTROMYOGRAPHY (EMG) SERVICES

Payment for needle electromyography (EMG) services (CPT® codes 95860-95870) is limited
as follows:

CPT®
Code Abbreviated Description Limitations
95860 | Muscle test, one limb e Extremity muscles innervated by 3 nerves or 4
95861 | Muscle test, two limbs spinal levels must be evaluated with a minimum of
95863 | Muscle test, 3 limbs 5 muscles studied.
95864 | Muscle test, 4 limbs « Not payable with CPT® code 95870
95869 | Muscle test, thoracic ¢ May be billed alone (for thoracic spine studies only)
paraspinal « Limited to one unit per day
¢ For this to pay with extremity codes, test must be
for T3-T11 areas only; if only T1 or T2 are studied it
is not payable separately.
95870 | Muscle test, non- ¢ Limited to one unite per extremity and one unit for
paraspinal cervical or lumbar paraspinal muscles regardless of
the number of levels tested.
¢ Not payable with extremity codes. (5 units
maximum payable)

ELECTROCARDIOGRAMS (EKG)

Separate payment is allowed for electrocardiograms (CPT® codes 93000, 93010, 93040 and
93042) when an interpretation and report is included. These services may be paid in
conjunction with office services. EKG tracings without interpretation and report (CPT® codes
93005 and 93041) are not payable in addition to office services.

Transportation of portable EKG equipment to a facility or other patient location (HCPCS code
R0076) is bundled into the EKG procedure and is not separately payable.

VENTILATOR MANAGEMENT SERVICES

No payment will be made for ventilator management services (CPT® codes 94656, 94657,
94660 and 94662) when an E/M service (CPT® codes 99201-99215) is reported on the same
day by the same provider. Providers will be paid for either the appropriate ventilation
management code or the E/M service, but not both. If a provider bills a ventilator management
code on the same day as an E/M service, payment will be made for the E/M service and not
for the ventilator management code.

MEDICATION ADMINISTRATION

Immunizations

Refer to WAC 296-20-03005 for authorization and requirements for work related exposure to
an infectious disease. If authorized, immunization materials are payable. Immunization
administration codes (CPT® codes 90471 and 90472) are payable in addition to the
immunization materials code(s). Add-on CPT® code 90472 has a maximum daily fee of $5.44.
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An E/M code is not payable in addition to the immunization administration service, unless it is
performed for a separately identifiable purpose and billed with a -25 modifier.

Immunotherapy

Professional services for the supervision and provision of antigens for allergen immunotherapy
must be billed as component services. Complete service codes (CPT® codes 95120 — 95134)
will not be paid. The provider must bill as appropriate, one of the injection codes (CPT® codes
95115 or 95117) and one of the antigen/antigen preparation codes (CPT® codes 95145 —
95149, 95165 or 95170).

Infusion Therapy Services and Supplies for RBRVS Providers

Prior authorization is required for any scheduled or ongoing infusion therapy services
(including supplies) performed in the office, clinic, or home, regardless of who performs the
service (e.g. physicians, nurses, IV infusion therapy company, pharmacy or home health
agency). Refer to the “Home Health Services” section for further information on home infusion
therapy.

Outpatient infusion therapy services are allowed without prior authorization when medically
necessary to treat urgent or emergent care situations that arise in an office or clinic. In these
situations, infusion therapy services are payable to physicians, ARNPs, and PAs (CPT® codes
90780 and 90781). HCPCS code Q0081 is only payable to hospitals. Intravenous or intra-
arterial therapeutic or diagnostic injection codes (CPT® codes 90783 and 90784) will not be
paid separately in conjunction with the IV infusion codes (CPT® codes 90780 and 90781).

Providers will be paid for E/M office visits (CPT® codes 99201 — 99215) in conjunction with
infusion therapy only if the services provided meet the service code definitions.

Billing instructions for non-pharmacy providers are located in “Injectable Medications” later in
this section. Drugs supplied by a pharmacy should be billed on pharmacy forms with national
drug codes (NDCs, or UPCs if no NDC is available).

Infusion therapy supplies and related durable medical equipment such as infusion pumps are
not separately payable for RBRVS providers. Payment for these items is bundled into the fee
for the professional service. If rental or purchase of an infusion pump is medically necessary
to treat a patient in the home, refer to the “Home Health Services” section for further
information.

The department does not cover implantable infusion pumps and supplies (HCPCS codes
A4220, EQ782, E0783, and E0785). The department also does not cover the implantation of
epidural or intrathecal catheters, including their revision, repositioning, replacement, or
removal (CPT® codes 62350 — 62368).

Note: When a spinal cord injury is an accepted condition, the department or Self-Insurer may
authorize payment for anti-spasticity medications by any indicated route of administration (e.g.,
some benzodiazepines, Baclofen). Prior authorization is required.

Placement of non-implantable epidural or subarachnoid catheters for single or continuous
injection of mediations are covered services with CPT®62310 — 62319, 62281 — 62284 and
62290 — 62294.

Intrathecal and epidural infusions of any substance other than anesthetic or contrast material
are not covered (per WAC 296-20-03002). Infusion of any opiates and their derivatives
(natural, synthetic or semi-synthetic ) are not covered unless they are part of providing
anesthesia, short term post operative pain management (up to 48 hours post discharge), or
unless medically necessary in emergency situations (per WAC 296-20-03014). No exceptions
to this payment policy will be granted.
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Therapeutic or Diagnostic Injections

Professional services associated with therapeutic or diagnostic injections (CPT® code 90782 or
90788), are payable along with the appropriate HCPCS “J” code for the drug, as long as no
E/M office visit service (CPT® codes 99201 — 99215) is provided on the same day. If an E/M
office visit service is provided on the same day as an injection, providers will be paid only the
E/M service and the appropriate HCPCS “J” code for the drug. Providers must document the
name, strength, dosage and quantity of the drugs administered in the medical record.

Intra-arterial and intravenous diagnostic and therapeutic injection services (CPT® codes 90783
and 90784) may be billed separately and are payable if they are not provided in conjunction
with IV infusion therapy services (CPT® codes 90780 and 90781).

Note: Injections of narcotics or analgesics are not permitted or paid in the outpatient setting
except on an emergency basis per WAC 296-20-03014 (6), or for pain management related to
outpatient surgical procedures and dressing and cast changes for severe soft tissue injuries,
burns or fractures.

“Dry needling” is considered a variant of trigger point injections with medications. Dry needling
is a technique where needles inserted (no medications are injected) directly into trigger point
locations as opposed to the distant points or meridians used in acupuncture. The department
does not cover acupuncture services (WAC 296-20-03002). Dry needling of trigger points
should be billed using only the trigger point injection code (CPT®20550). Dry needling follows
the same rules as trigger point injections in WAC 296-20-03001(14).

Injectable Medications

Providers should use the “J” codes for injectable drugs that are administered during an E/M
office visit or other procedure. The “J” codes are not intended for self-administered
medications.

When billing for a non-specific injectable drug, the name, strength, dosage and quantity of
drug administered or dispensed must be noted on the bill as well as documented in the
medical record.

Providers should bill their acquisition cost for the drugs. Department fees for injectable
medications are based on the Average Wholesale Prices (AWP). Payment is made according
to the published fee schedule amount, or the billed charge for the covered drug(s), whichever
is less.

Hyaluronic Acid for Osteoarthritis of the Knee

See Provider Bulletin 98-10 for more information about the use of hyaluronic acid for
osteoarthritis of the knee. Only the following local codes should be billed for these services:

3020A | Hyalgan or Supartz incuding injection procedure, per injection (limited $161.84
to 5 injections per knee joint per claim)

3040B | Synvic including injection procedure, per injection (limited to 3 $208.92
injections per knee joint per claim)

The correct side of body modifier (-RT or -LT) will be required for authorization and billing. If
bilateral procedures are required, both modifiers should be authorized and each should be
billed as a separate line item.

The HCPCS codes for Hyaluronic acid (J7316 and J7320) are not covered and will not be
paid. CPT®injection procedure code 20610 will not be paid on the same date as the above
local codes.
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Non-Injectable Medications

Providers may administer oral or non-injectable medications during office procedures or
dispense them for short-term use until the worker can have their prescription filled at a
pharmacy. In these cases, providers should bill the distinct “J” code that describes the
medication. If no distinct “J” code describes the medication, the most appropriate non-specific
HCPCS code listed below should be used:

J3535 Drug administered through a metered dose inhaler

J7599 Immunosuppressive drug, not otherwise classified

J7699 Inhalation solution administered though DME, not otherwise specified

J7799 Other than inhalation drug administered though DME, not otherwise specified
J8499 Prescription drug, oral, non-chemotherapeutic, not otherwise specified

J8999 Prescription drug, oral, chemotherapeutic, not otherwise specified.

The name, strength, dosage and quantity of drug administered or dispensed must be noted on
the bill as well as documented in the medical record. No payment will be made for
pharmaceutical samples.

HIV Prophylaxis

Insurers will pay for the initial prophylactic drug kit for post HIV exposure when it is dispensed
by the treating physician. The kit allows prophylaxis to begin immediately and gives the
worker time to get a routine prescription filled. Each kit contains a two-day supply of Combivir
and Viracept, or other appropriate antiviral drugs. A maximum of two kits per exposure are
payable. A claim must be filed for a documented HIV exposure at work for the kit (s) to be
payable. Providers should bill the following local code for the HIV drug kit:

3060A HIV exposure initial treatment kit $ 131.50

OBESITY TREATMENT

While obesity does not meet the definition of an industrial injury or occupational disease,
temporary treatment of obesity may be allowed in some cases. All obesity treatment services
require prior authorization. Refer to Provider Bulletin 97-03 for more information.

The attending doctor may request a consultation with a registered dietician or nutritionist (RD)
to determine if an obesity treatment program is appropriate for the injured worker. The
following local codes are payable only to RDs.

1030M |Obesity treatment; intake dietary evaluation (limited to one per $80.23
obesity treatment program)

1034M |Obesity treatment; dietary re-evaluation (limited to 3 per obesity $ 55.01
treatment program)

IMPAIRMENT RATING BY ATTENDING DOCTORS AND CONSULTANTS

These local codes are for use by attending doctors who are doctors of medicine, osteopathic

medicine and surgery, chiropractic, podiatry, and dentistry. In accordance with WAC 296-23-
267, doctors of naturopathy and optometry may not bill these codes. For more information on
impairment rating, refer to the Medical Examiners Handbook.
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Consultants performing impairment ratings must be on the department’s list of approved
examiners.

1190M Impairment rating by attending doctor, limited $219.43
1191M Impairment rating by attending doctor, standard $319.18
1192M Impairment rating by attending doctor, complex $ 398.96
1193M Impairment rating by consultant, limited $219.43
1194M Impairment rating by consultant, standard $319.18
1195M Impairment rating by consultant, complex $ 398.96
PHYSICIAN ASSISTANTS

Physician assistants must be certified to qualify for payment. Physician assistants must have
valid individual L&l provider account numbers to be paid for services.

Consultations, impairment ratings and administrative or reporting services related to workers’
compensation benefit determinations are not payable to physician assistants. Physician
assistant services are paid to the supervising physician or employer at a maximum of ninety
percent (90%) of the allowed fee.

Further information about physician assistant services and payment can be found in Provider
Bulletin 99-04 and WAC 296-20-12501 and WAC 296-20-01501.

NATUROPATHIC PHYSICIANS

Naturopathic physicians should use the local codes listed in this section to bill for office visit
services, CPT® codes 99361 — 99373 to bill for case management services and the
appropriate HCPCS codes to bill for miscellaneous materials and supplies.

Refer to “Case Management Services” in the “Evaluation and Management” section for
payment criteria and documentation requirements for case management services.

The department will not pay naturopathic physicians for services that are not specifically
allowed. Refer to WAC 296-23 for additional information.

INITIAL VISITS

2130A | Routine examination, history, and/or treatment (routine procedure), and $44.74
submission of a report

2131A | Extended office visit including treatment — report required $67.12

2132A | Comprehensive office visit including treatment — report required in addition $89.51
to the report of accident

FOLLOW-UP VISITS

2133A Routine office visit including evaluation and/or treatment $35.81

2134A Extended office visit including treatment — report required $67.12
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PATHOLOGY AND LABORATORY SERVICES

PANEL TESTS

Automated Multichannel Tests

When billing for panels containing automated multichannel tests, performing providers may bill
either the panel code or individual test codes, but not both.

The following tests are automated multichannel tests or panels comprised solely of automated
multichannel tests:

CPT®  Abbreviated Description CPT®  Abbreviated Description
80048 | Basic metabolic panel 82565 | Assay of creatine

80051 | Electrolyte panel 82947 | Assay of glucose, qualitative
80053 | Comprehensive metabolic panel 82977 | Assay of GGT

80069 | Renal function panel 83615 | Lactate (LD) (LDH) enzyme
80076 | Hepatic function panel 84075 | Assay alkaline phosphatase
82040 | Assay of serum albumin 84100 | Assay of phosphorus

82247 | Bilirubin, total 84132 | Assay of serum potassium
72248 | Bilirubin, direct 84155 | Assay pf protein

82310 | Assay of calcium 84450 | Transferase (AST) (SGOT)
82374 | Assay, blood carbon dioxide 84460 | Alanine amino (ALT) (SGPT)
82435 | Assay of blood chloride 84478 | Assay of triglycerides

82465 | Assay of serum cholesterol 84520 | Assay of urea nitrogen
82550 | Creatine kinase (CK) (CPK) 84550 | Assay of blood/uric acid

Payment Calculation for Automated Tests

The automated individual and panel tests above will be paid based on the total number of
unduplicated automated multichannel tests performed per day per patient. Payment
calculation is made according to the following steps:

e When a panel is performed, the CPT® codes for each test within the panel are determined.

e The CPT® codes for each test in the panel are compared to any individual tests billed
separately for that day.

e Any duplicated tests are denied.

e Then the total number of remaining unduplicated automated tests are counted. See the
following table to determine the payable fee based on the total number of unduplicated
automated tests performed:

Number of Tests Fee Number of Tests Fee
1 test Lower of the single 17 - 18 tests $18.49

test or $10.08 19 tests $21.39
2 tests $10.08 20 tests $22.09
3-12 tests $12.36 21 tests $22.78
13-16 tests $16.51 22 -23 tests $23.48
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Payment Calculation for Panels with Automated and Non-Automated Tests

When panels are comprised of both automated multichannel tests and individual non-
automated tests, they will be priced based on:

e the automated multichannel test fee based on the number of tests, added to:

e the sum of the fee(s) for the individual non-automated test(s).

For example, panel test 80061 is comprised of two automated multichannel tests and one
non-automated test. As shown below, the fee for 80061 is $25.91.

CPT® 80061 Component Number of Automated Tests Fee
Tests
Automated: CPT® 82465 2 Automated:  $10.08
CPT® 84478
Non-Automated: CPT® 83718 Non-Automated:  $ 15.83
TOTAL FEE: $ 25.91

Payment Calculation for Multiple Panels

When multiple panels are billed or when a panel and individual tests are billed for the same
date of service for the same patient, payment will be limited to the total fee allowed for the

unduplicated component tests.

For example, if panel codes 80050, 80076 and 80090 are performed on the same day for the
same patient, the fee for the tests will be $165.75. This fee is based on the fee for the 15
unduplicated automated multichannel tests, and the sum of the fees for the six unduplicated

non-automated tests.

COMPONENT TESTS FOR CPT® CODE:

80050 80076 80090 Test Count Fee
@ 82040 84075 | 82040* None 15 $16.51
? 82247 84132 | 82247* Unduplicated
5 82310 84155 | 82248 Automated
g 82374 84295 | 84075 Tests
E 82435 84450 | 84155*
£ 82565 84460 | 84450*
< 82947 84520 | 84460*
A 84443 None $ 32.40
© 85025** $ 15.04
S% 86644 $25.45
2° 86694 $ 25.45
g 86762 $25.45
z 86777 $25.45

TOTAL FEE $165.75

*  duplicated tests

*%

80050 specifies that either 85022 or 85025 is performed; this example uses 85025
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REPEAT TESTS

Additional payment will be allowed for repeat test(s) performed for the same patient on the
same day. However, a specimen(s) must be taken from separate encounters. Test(s)
normally performed in a series, e.g. glucose tolerance tests, or repeat testing of abnormal
results do not qualify as separate encounters. The medical necessity for repeating the test
must be documented in the patient’s record.

Modifier —91 must be used to identify the repeated test(s). Payment for repeat panel tests or
individual components tests will be made based on the methodology described above.

SPECIMEN COLLECTION AND HANDLING

Specimen collection charges are allowed for provider or practitioner, independent laboratory or
outpatient hospital laboratory services as follows:

e The fee is payable only to the provider (practitioner or laboratory) who actually draws the
specimen.

e Payment for the specimen may be made to nursing homes or skilled nursing facilities when
an employee who is qualified to do specimen collection performs the draw.

e Payment for performing the test is separate from the specimen collection fee.

e Costs for media, labor and supplies (e.g. gloves, slides, antiseptics, etc.) are included in
the specimen collection.

e A collection fee is not allowed when the cost of collecting the specimen(s) is minimal, such
as a throat culture, Pap smear or a routine capillary puncture for clotting or bleeding time.

e No fee is payable for specimen collection performed by patients in their homes (such as
stool sample collection).

Billing Ti Use CPT® code 36415 or HCPCS code G0001 for venipuncture. Use
tiing Tip HCPCS code P9612 or P9615 for catheterization for collection of

specimen.

Complex vascular injection procedures, such as arterial punctures and venisections are not
subject to this policy and will be paid with appropriate CPT® or HCPCS codes.

No payment for travel will be made to nursing home or skilled nursing facility staff who perform
the specimen collection. Travel will be paid in addition to the specimen collection fee when all
of the following conditions are met:

e Itis medically necessary for a provider, practitioner or laboratory technician to draw a
specimen from a nursing home, skilled nursing facility or homebound patient, and

e the provider, practitioner or lab technician personally draws the specimen, and

e the trip is solely for the purpose of collecting the specimen. If the specimen draw is
incidental to other services, no travel is payable.

Billing Tip Use HCPCS code P9603 to bill for actual mileage (one unit equals one
mile). HCPCS code P9604 is not covered.

Payment will not be made for handling and conveyance, e.g. shipping or messenger or courier
service of specimen(s) (CPT® codes 99000 and 99001). This includes preparation and
handling of specimen(s) for shipping to a reference laboratory. These services are considered
to be integral to the testing process and are bundled into the total fee for the testing service.
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STAT LAB FEES

Usual laboratory services are covered under the Professional Services Fee Schedule. In
cases where laboratory tests are appropriately performed on a STAT basis, the provider may
bill local code 8949M. Payment is limited to one STAT charge per episode (not once per test).
Tests ordered STAT should be limited to only those that are needed to manage the patient in a
true emergency situation. The laboratory report should contain the name of the provider who
ordered the STAT test(s). The medical record must reflect the medical necessity and urgency
of the service.

| 8949M | STAT Laboratory Fee, per episode | $11.23
The STAT charge will only be paid with the tests listed below.

CPT® Code |Abbreviated Description CPT® Code |Abbreviated Description
80048 Basic metabolic panel 83663 Fluoro polarize. fetal luna
80051 Electrolvte panel 83664 Lamellar bdv. fetal luna
80069 Renal function panel 83735 Assav of maanesium
80076 Hepatic function panel 83874 Assav of mvodlobin
80100 Drua screen 84100 Assav of phosphorus
80101 Drua screen 84132 Assav of serum potassium
80156 Assav of carbamazebpine 84155 Assav of protein
80162 Assav of digoxin 84295 Assav of serum sodium
80164 Assav. dipropvlacetic acid 84450 Transferase (AST) (SGOT)
80170 Assav of aentamicin 84484 Assav of troponin. quant
80178 Assavy of lithium 84512 Assav of troponin. qual
80184 Assav of phenobarbital 84520 Assav of urea nitroaen
80185 Assav of phenvtoin. total 84550 Assav of blood/uric acid
80188 Assav of primidone 84702 Chorionic aonadotropin test
80192 Assav of procainamide 85007 Differential WBC count
80194 Assav of auinidine 85021 Automated hemoaram
80196 Assav of salicvlate 85022 Automated hemoaram
80197 Assav of tacrolimus 85023 Automated hemoaram
80198 Assav of theophvlline 85024 Automated hemoaram
81000 Urinalvsis. nonauto w/scope 85025 Automated hemoaram
81001 Urinalvsis. auto w/scope 85027 Automated hemoaram
81002 Urinalvsis nonauto w/o scope 85046 Reticucvtes/hab concentrate
81003 Urinalvsis. auto. w/o scope 85378 Fibrin dearadation
81005 Urinalvsis 85384 Fibrinogen
82003 Assav of acetaminophen 85595 Platelet count. automated
82009 Test for acetone/ketones 85610 Prothrombin time
82040 Assav of serum albumin 85730 Thromboplastin time. partial
82055 Assav of ethanol 86308 Heterophile antibodies
82150 Assav of amvlase 86403 Particle aaalutination test
82247 Bilirubin. total 86880 Coombs test
82248 Bilirubin. direct 86900 Blood tvpina. ABO
82310 Assav of calcium 86901 Blood tvpina. Rh (D)
82330 Assav of calcium 86920 Compatibilitv test
82374 Assav. blood carbon dioxide 86921 Compatibilitv test
82435 Assav of blood chloride 86922 Compatibilitv test
82550 Assav of ck (cpk) 86971 RBC pretreatment
82565 Assav of creatinine 87205 Smear. stain & interpret
82803 Blood gases: pH. pO2 & pCO2 87210 Smear. stain & interpret
82945 Glucose other fluid 87281 Pneumocvstis carinii. aq. if
82947 Assav of alucose. quant 87327 Crvptococcus neoform ad. eia
83615 Lactate (LD) (LDH) enzvme 87400 Influenza a/b. aa. eia

89051 Bodyv fluid cell cotint
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PHARMACY AND DURABLE MEDICAL EQUIPMENT PROVIDERS

PHARMACY FEE SCHEDULE

Payment for drugs and medications including all oral non-legend drugs will be based on the
pricing methodology described below. Refer to Provider Bulletin 99-10 for more information on
the Pharmacy Fee Schedule and WAC 296-20-01002 for definitions of Average Wholesale
Price (AWP) and Base Line Price (BLP).

The department’s outpatient formulary can be found in Appendix G at the end of this
document.

Generic The lesser of BaseLine Price ™ (BLP) or
Average Wholesale Price (AWP) less 10%

$4.50 Professional Fee

Brand with Generic Equivalent The lesser of BLP or AWP less 10%
(Substitution Allowed) $3.00 Profe+ssional Fee

Brand with Generic Equivalent AWP less 10%

(Dispensed as Written) $4.50 Professional Fee

Single or multi-source brand name drugs AWP less 10%

$4.50 Professional Fee

Compounded prescriptions will be paid at the allowed cost of the ingredients, a compounding
time fee of $4.00 per 15 minutes plus the applicable professional component as indicated
above.

Over-The-Counter Items

Orders for over-the-counter non-oral drugs or non-drug items must be written on standard
prescription forms. These items are to be priced on a forty percent margin.

Per RCW 82.08.0281 prescription drugs and oral or topical over-the-counter medications are
nontaxable.

EMERGENCY CONTRACEPTIVES AND PHARMACIST COUNSELING

Effective November 1, 1998, the department began covering Emergency Contraceptive Pills

(ECPs) and associated pharmacist counseling services. These are covered only when all of

the following conditions are met:

e avalid claim for rape in the workplace is established with the insurer,

e the ECP and/or counseling service is sought by the injured worker,

e the claim manager authorizes payment for the ECP and/or the counseling, and

e the pharmacist is approved by the Department of Health Board of Pharmacy to follow this
particular protocol.

Once these conditions have been met, the dispensed medication should be billed with the
appropriate NDC, and the counseling service should be billed with local code 4805A. The
maximum allowable amount for the counseling is listed below.

4805A | ECP counseling by a pharmacist at the time the ECP is dispensed $33.05
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INFUSION THERAPY SERVICES

Prior authorization is required for any scheduled or ongoing infusion therapy services
(including supplies) performed in the office, clinic or home, regardless of who performs the
service (e.g. physicians, nurses, IV infusion therapy company, pharmacy or home health
agency).

Infusion therapy services (CPT® codes 90780 and 90781) and/or therapeutic, diagnostic, or
vascular injections (CPT® codes 90782, 90783, 90784, 90788 and 36000-36640), are not
payable to pharmacies and IV infusion companies. If nurses work for these companies
providing infusion therapy services, the services must be billed with an L&l home health
agency provider account number or an independent registered nurse provider account
number.

Supplies used during infusion therapy, including infusion pumps, are payable only if
authorized, and must be billed with HCPCS codes. Refer to WAC 296-20-1102 for information
on the rental or purchase of infusion pumps. Pharmacies and IV infusion companies must bill
for infusion therapy supplies under their L&l provider account numbers.

Drugs used during infusion therapy, including injectable drugs, are payable only if authorized
and must be billed with the NDC codes, (or UPC codes if no NDC codes are available) under
an L&l pharmacy provider account number.

DURABLE MEDICAL EQUIPMENT

Pharmacies and durable medical equipment providers may bill for supplies and equipment
with appropriate HCPCS and local codes (local codes for supplies are listed at the end of this
section). Delivery charges, shipping and handling, tax, and fitting fees are not payable
separately. DME suppliers should include these charges in the total charge for the supply.
For taxable items, an itemized invoice may be attached to the bill, but is not required.

DME suppliers may bill for equipment and supplies required to provide authorized IV infusion
therapy under their L&l DME provider account number. Refer to WAC 296-20-1102 for
information on the rental or purchase of infusion pumps.

TENS units and supplies (transcutaneous electrical nerve stimulators) are paid under special
contract only. See the “Transcutaneous Electrical Nerve Stimulators (TENS) section.

For further information on miscellaneous services and appliances, refer to WAC 296-23-165.

BUNDLED CODES

The concept of “bundled” codes does not apply to pharmacy and durable medical equipment
providers. This is because there is no office visit or procedure associated with these provider
types into which supplies can be bundled. As a result, covered HCPCS codes listed as
"bundled” in the fee schedules are payable to pharmacy and durable medical equipment
providers.
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HOME HEALTH SERVICES

Home health care providers, nursing homes, hospices and other residential care facilities
should use the codes listed in this section to bill for services. All home health and residential
care services require prior authorization. The insurer will pay only for proper and necessary
care and supplies needed because of physical restrictions caused by the industrial injury or
disease. The insurer will not pay for codes that are not specifically authorized.

Chore services and other services required to meet the worker’s environmental needs are not
covered except for home hospice care.

ATTENDANT SERVICES

Attendant services are proper and necessary personal care services provided to maintain the
injured worker in his or her residence. All attendant services must be provided through a
home health or home care agency except for continuing care from approved spouses.
Spouses who provided attendant services to injured workers prior to October 1, 2001 and who
meet department criteria may continue to provide attendant services.

To be covered by the department, attendant services must be requested by the attending
physician and authorized by the department before care begins.

The department will determine the maximum hours of authorized attendant services based on
an independent nursing assessment of the worker’s care needs. Refer to WAC 296-20-303
and Provider Bulletin 01-08 for additional information.

8901H | Attendant services by department approved spouse provider (per hour) $11.11

HOME HEALTH AND HOSPICE CARE

Approved hours will be based on health care assessments and review by the insurer. Respite
care must be approved in advance. Chore services and other services required to meet the
worker’s environmental needs are not covered except for home hospice care.

The following are examples of covered home health care services:

Administration of medications that can’t be self-administered
Assistance with range of motion exercises

Bathing and personal hygiene

Bowel and bladder care

Changing or caring for IV’s or ventilators (Only family members or licensed persons may
perform these services)

Dressing assistance

Feeding assistance (not meal preparation)

Mobility assistance including toileting and other transfers, walking
Specialized skin care including caring for or changing dressings or ostomies
Tube feeding

Turning and positioning
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The following services are considered to be “chore services” and are not covered (except for
hospice);

Childcare

Errand for the injured worker

Housecleaning

Laundry

Meal preparation and shopping

Transportation

Recreational activity

Yard work

Other everyday environmental needs unrelated to the medical care of the injured worker

Agency Home Health Care

8907H Home health agency visit (RN) (per day) $129.80

8912H Home health agency visit (RN) each additional visit (per day) $54.58

G0151 Services of physical therapist in home health setting, each 15 $32.45
minutes (1 hour limit per day)

G0152 Services of occupational therapist in home health setting, each 15 $33.62
minutes (1 hour limit per day)

G0153 Services of speech and language pathologist in home health $33.62
setting, each 15 minutes (1 hour limit per day)

G0156 Services of home health aide in home health setting, each 15 $5.65
minutes

S9124 Nursing care, in the home; by licensed practical nurse, per hour $35.89

S9126 Hospice care, in the home, per diem BR

Nursing Evaluations

Periodic independent RN evaluation requested by the department or Self- Insurer. These
services require prior authorization. Staffing evaluations required as part of the home health
care plan are not payable as separate services.

8913H Independent RN evaluation requested by the department or $428.41
Self-Insurer including travel and report

HOME INFUSION THERAPY SERVICES

Prior authorization is required for all scheduled or ongoing infusion therapy services (including
supplies) provided in the home. This authorization requirement applies to all home infusion
therapy regardless of who performs the service (e.g. physicians, nurses, |V infusion therapy
company, pharmacy or home health agency).

Payment for performing home infusion therapy is included with the allowed payment for home
health agency nursing services. It may not be billed separately. Injections of medications also
may not be billed separately.

Supplies used during home infusion therapy, including infusion pumps, are payable only if
authorized, and must be billed with HCPCS codes. Refer to WAC 296-20-1102 for information
on the rental or purchase of infusion pumps. Bills for home infusion therapy services and
supplies must be billed under the home health agency’s L&l provider account number.

Drugs used during home infusion therapy, including injectable drugs, are payable only if
authorized and must be billed with the NDC codes, (or UPC codes if no NDC codes are
available) under a separate L&l pharmacy provider account number.
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SUPPLIES, MATERIALS AND BUNDLED SERVICES

Services and supplies provided must be medically necessary and must be prescribed by an
approved provider for the direct treatment of a covered condition.

CPT® code 99070, which represents miscellaneous supplies and materials provided by the
physician, will not be paid. Providers must bill specific HCPCS or local codes for supplies and
materials provided during an office visit or with other office services.

ACQUISITION COST POLICY

Supply codes that do not have a fee listed will be paid at their acquisition cost. The acquisition
cost equals the wholesale cost plus shipping and handling and sales tax. These items should
be billed together as one charge. For taxable items, an itemized listing of the cost plus sales
tax may be attached to the bill, but is not required.

Wholesale invoices for all supplies and material must be retained in the provider’s office files
for a minimum of five years. A provider must submit a hard copy of the wholesale invoice to
the department or Self-Insurer when an individual supply costs $150.00 or more, or upon
request. The insurer may delay payment of the provider’s bill if the insurer has not received
this information

Supplies used in the course of on office visit are considered bundled and are not payable
separately. Fitting fees are bundled into the office visit, or into the cost of any durable medical
equipment, and are not payable separately.

Sales tax and shipping and handing charges are not separately payable,

and should be included in the total charge for the supply. An itemized
Billing Tip statement showing net price plus tax may be attached to bills, but is not

required.

BUNDLED SERVICES AND SUPPLIES

Under the fee schedules, some services and supply items are considered “bundled” into the
cost of other services (associated office visits or procedures) and will not be paid separately.
See WAC 296-20-01002 for the definition of a “bundled” code. Bundled codes are listed as
"bundled” in the dollar value column in the Professional Services Fee schedule. Bundled
services and supplies are also listed in the appendices at the end of this document.

CASTING MATERIALS

Providers should bill for casting materials with HCPCS codes Q4001 — Q4051. The
department no longer accepts HCPCS codes A4580 — A4590, or local codes 2978M — 2987M.
No payment will be made for the use of a cast room. Use of a cast room is considered part of
a provider’s practice expense.
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CATHETERIZATION

Separate payment is allowed for placement of a temporary indwelling catheter when
performed in a provider’s office and used to treat a temporary obstruction. To bill for this
Service, use HCPCS code G0002.

Payment for the service is not allowed when the procedure is performed on the same day as,
or during the postoperative period of, a major surgical procedure that has a follow-up day
period.

For catheterization to obtain specimen(s) for lab tests, see the “Pathology and Laboratory
services” section.

SURGICAL TRAYS AND SUPPLIES USED IN THE PHYSICIAN’S OFFICE

The department follows CMS’s policy of bundling HCPCS codes A4263, A4300, A4550 and
G0025 for surgical trays and supplies used in a physician’s office. In 1999, CMS began a four-
year process to gradually incorporate the cost of these codes into the practice expense portion
(overhead) of the Relative Value Units for pertinent surgical CPT® codes. CMS completed this
process in 2002. Payment for these codes is now “bundled” into the payment for the surgical
procedure.

SURGICAL DRESSINGS DISPENSED FOR HOME USE

The policy for surgical dressings dispensed for home use is based on CMS’s policy. Ifa
health services provider applies surgical dressings during the course of a procedure or office
or clinic visit, the cost is included in the practice expense component of the Relative Value Unit
(overhead) for that provider, and no separate payment is allowed.

Primary and secondary surgical dressings dispensed by health services providers for home
use are payable at acquisition cost when all of the following conditions are met:

e They are dispensed to a patient for home care of a wound, and
e They are medically necessary, and

e The wound is due to an accepted work related condition.
Primary Surgical Dressings

Primary surgical dressings are therapeutic or protective coverings applied directly to wounds
or lesions either on the skin or caused by an opening to the skin. Examples of primary
surgical dressings include items such as Telfa, adhesive strips for wound closure, petroleum
gauze, efc.

Secondary Surgical Dressings

Secondary surgical dressings are material that serve a therapeutic or protective function, and
that are needed to secure a primary dressing. Examples of secondary surgical dressings
include items such as adhesive tape, roll gauze, binders, and disposable compression material
etc. It does not include items such as elastic stockings, support hose, pressure garments etc.
These items must be billed with the appropriate HCPCS or local codes.

In order to receive payment for dressings, providers must bill the appropriate HCPCS code for
each dressing item, along with the local modifier —1S for each item.

Surgical dressing supplies and codes billed without the local modifier —1S are considered
bundled and will not be paid. The department or Self-Insurer may audit the use of these
modifiers to ensure appropriate usage and billing.
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HOT AND COLD PACKS OR DEVICES

Application of hot or cold packs (CPT® code 97010) is bundled for all providers. WAC 296-20-
1102 prohibits payment for heat devices for home use (this includes heating pads). These
devices are either “bundled” or not covered (see appendices at the end of this document).

LOCAL CODES FOR SUPPLIES

0420A | Lumbar seat support BR
0421A | Pressure garments BR
0426A | Silicone elastomer/scar conformer BR
0428A | Therapeutic exercise putty BR
0429A | Rubber exercise tubing BR
0430A | Anti-vibration gloves (if supplied as part of a job modification, do not bill this BR
code, use the appropriate job modification code)

0010E | Ankle weight purchase BR
0012E | Wrist weight purchase BR
1602L | Orthotic impression casting BR
AUDIOLOGY SERVICES

A physician’s prescription is required and prior authorization must be obtained from the
department or Self-Insurer for all hearing related services and devices, in accordance with
WAC 296-20-03001 and WAC 296-20-1101.

Hearing Aid Replacement Policy

The department will only replace hearing aids when a defective hearing aid cannot be repaired
or when the department determines that an injured worker’s hearing loss has worsened due to
continued on-the-job exposure.

If an injured worker’s hearing loss worsens and the hearing aid is no longer effective for the
hearing loss, a new claim must be filed. If the new degree of hearing loss was due to
continued on-the-job exposure, the claim can be accepted. If the increased loss is not due to
on-the-job noise exposure the claim will be denied. The department does not pay for new
hearing aids for: hearing loss resulting from noise exposure that occurs outside the
workplace, non-work related diseases and conditions, or the natural aging process.

Repairs and Warranties

Hearing aid industry standards provide a minimum of a one-year warranty on most hearing aid
devices, including parts and labor. The department or Self-Insurer will not pay for any
repairs within the first twelve months.

The department will repair the hearing aid when the repair is related to normal wear or a work
related incident that causes the unit to fail. The department at its sole discretion may
authorize the replacement of a hearing aid in lieu of repairing the unit.

Providers must indicate in the medical or office record the length of the manufacturer’s
warranty and what it covers. This information must be submitted to the insurer for all hearing
aid devices and hearing aid repairs provided to injured workers.
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Some wholesale companies also include a replacement policy to pay for lost hearing aids. If
the wholesaler/manufacturer includes loss under its warranty, the provider must honor the

warranty and replace the worker’s lost hearing aid without charge.

The department may replace the hearing aid exterior (mold) when an injured worker has ear
canal changes or the mold is cracked. The department will not pay for a new set of hearing
aids when only a new ear mold is needed.

Injured workers who lose or damage their hearing aids in non-work related accidents or
mishaps are responsible for the expenses associated with these types of losses or damages
when the manufacturer’'s warranty expires.

Audiology Billing Codes

All hearing aids and supplies must be billed using the following local codes. The department
will only purchase the hearing aids described in these local codes. The department does not
purchase 100% digital hearing aids.

5060V 6 month repair $130.22
5061V Repair hearing aid replate $157.20
5062V Repair hearing aid recase $154.86
5063V Repair of hearing aid remote device $146.65
5064V Repair of programmable hearing aid $150.17
5065V Hearing testing $61.62
5066V Body worn hearing aid $696.52
5067V Bone conduction hearing aid $765.34
5068V ITE-full shell hearing aid $692.35
5069V ITE-high frequency hearing aid $769.51
5070V In the canal & mini canal hearing aid $942.60
5071V ITE programmable hearing aid $1,545.28
5072V CIC Linear/Compression hearing aid $1,259.58
5073V CIC Programmable with or w/o remote $2,154.22
5074V BTE Linear hearing aid $629.79
5075V BTE Compression hearing aid $913.41
5076V BTE Programmable hearing aid $1,274.18
5077V BTE High Frequency hearing aid $755.96
5078V Glasses, monaural hearing aid $777.85
5079V Glasses, bone conduction $1,028.10
5080V ITE CROS hearing aid $1,107.35
5081V BTE CROS hearing aid $1,332.57
5082V Glasses, CROS hearing aid $1,055.21
5083V ITE BICROS hearing aid $1,142.80
5084V BTE BICROS hearing aid $1,420.16
5085V Glasses, BICROS hearing aid $1,026.02
5086V Hearing aid batteries, per cell $1.04
5087V Hearing aid cleaning kit, includes solution/brush $10.43
5088V Miscellaneous hearing aid supplies BR
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AFTER HOURS SERVICES

After hours services are payable in addition to other services only when the provider’s office is

not regularly open during the time the service is provided. The medical record must

document the medical necessity and urgency of the service. Only one of these codes will be
paid per patient per day.

These services include:

CPT®

Abbreviated Description

99050

Medical services after hrs

99052

Medical services at night

99054

Medical services, unusual hrs

INTERPRETER SERVICES

These local codes are for use by interpreters who provide language communication between
injured workers and medical or vocational service providers. Refer to Provider Bulletin 99-09
for complete payment and eligibility information.

Family members, friends, medical, health care and vocational providers may provide

interpretive services, but are not eligible to receive payment. Attorneys, employees of law
firms, and agents of the employer of injury are not eligible to interpret or be paid for interpretive
services.

When interpreter services are provided for two or more injured workers concurrently, time
must be prorated among the claims. Wait time and mileage in connection with multiple claims
must also be prorated. Total time billed for interpreter services and wait time for all claims
must not exceed actual time spent interpreting and waiting. Total mileage billed for all claims
must not exceed the total miles driven.

9980M | Interpreter services, per 15 minutes $15.18
9981M | Wait time/form completion, per 15 minutes (maximum of 30 minutes per $15.18
date of services ’
9982M | Interpreter, IME no show, per 15 minutes (maximum of 30 minutes per $15.18
date of service) ’
9986M | Interpreter mileage, per mile state
rate
9987M | Documentation translation at insurer request only, per 15 minutes (prior $15.18
authorization required for each document) '
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MEDICAL TESTIMONY AND DEPOSITIONS

These local codes are for use by any provider requested by the Office of the Attorney General
or the Self-Insurer to provide testimony or deposition. Bills for these services should be
submitted directly to the Office of the Attorney General or Self- Insurer.

Local codes 1049M, 1050M, 1053M, and 1054M are calculated on a “portal to portal” basis
i.e., from the time you leave your office until you return. This does not include side trips.

The time calculation for testimony or deposition done in the provider’s office or via phone is
based upon the actual face-to-face time consumed for the testimony or deposition.

Code Description Maximum Fee

1049M | Medical testimony approved in advance by Office of the Attorney $384.41
General, first hour

1050M | Each additional 30 minutes $128.14

1053M | Deposition approved in advance by Office of Attorney General, $320.35
first hour

1054M | Each additional 30 minutes $107.31

NURSE CASE MANAGEMENT

All nurse case management services require prior authorization. Refer to Provider Bulletin 98-
01 for a complete description of the services, provider qualifications and billing instructions.

The following local codes and fees apply to nurse case management services:

Code Description Maximum Fee
1220M | Phone calls per 6 minute unit $8.38
1221M | Visits per 6 minute unit $8.38
1222M | Case planning per 6 minute unit $8.38
1223M | Travel/Wait per 6 minute unit $4.12
1224M | Mileage per mile state rate
1225M | Expenses (parking, ferry, toll fees, lodging and airfare) at cost or state per diem rate

(lodging)

Nurse case management services are capped at 50 hours of service including professional
and travel/wait time. An additional 25 hours may be authorized after staffing with the insurer.
Further extensions may be granted in exceptional cases contingent upon review by the

insurer.

REPORTS AND FORMS

The fees listed below include postage for sending the document to the department or Self-

Insurer.

More information on some of the reports and forms listed below is provided in WAC 296-20-
06101. Some department forms are available online at www.Ini.wa.gov/forms. Some forms
are available by completing the Medical Forms Request card included at the end of this
document or online at the above web site. Special reports and forms will be sent by the
department or Self-Insurer when required. All reports and forms may be requested from the
Provider Hotline 1-800-848-0811.
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Code | Report/Form Maximum | Special notes
Fee
CPT® Sixty Day ReportReport, Sixty | $33.08 Sixty Day reports are required per WAC 296-
99080 | day 20-06101 and do not need a request. Not
payable for records required to support billing
or for review of records included in other
services. Limit of one per day.
CPT® Special Report Requested by $33.08 Must be requested by insurer. Not payable
99080 | Insurer for records required to support billing or for
review of records included in other services.
Do not use this code for forms or reports with
assigned codes. Limit one per day.
1026M | Attending Physician Final $33.08 Must be requested by insurer. Payable only
Report (PFR) to attending doctor. Not paid in addition to
office visit on same day. Form will be sent
from insurer. Provider must retain copy of
completed form. Limit of one per day.
1027M | Loss of Earning Power (LEP) $9.31 Must be requested by insurer. Payable only
to attending doctor. Limit of one per day.
1037M | Physical Capacity Evaluation $21.12 Must be requested by State Fund employer.
(PCE) or Restrictions Payable only to attending doctor. Use for State
Fund claims only. Bill to the department —see
Provider Bulletin 96-10.
1039M | Time Loss Notification $9.31 Must be requested by insurer. Payable only
to attending doctor. Limit of one per day.
1040M | Report of Industrial Injury or $25.33 Paid when initiated by the injured worker or
Occupational Disease/ Report attending doctor. Payable only to attending
of Accident (ROA) — for State doctor. Limit of one per claim.
Fund claims
1040M | Physicians Initial Report — for $25.33 Payable only to attending doctor. Paid when
Self Insured claims initiated by the injured worker or attending
doctor. Limit of one per claim.
1041M | Application to Reopen Claim $25.33 Payable only to attending doctor. May be
initiated by the injured worker or insurer. See
WAC 296-20-097. Limit of one per request.
1048M | Doctors Estimate of Physical $21.12 Must be requested by insurer or vocational
Capacities counselor. Payable only to attending doctor.
Limit of one per day.
1055M | Occupational Disease History | $159.57 Must be requested by insurer. Payable only
Form to attending doctor. Includes review of
claimant information and preparation of report
on relationship of occupational history to
present condition (s).
1056M | Supplemental Medical Report | $15.65 Must be requested by insurer. Payable only
(SMR) to attending doctor. Limit of one per day.
1057M | Opioid Progress Report $15.65 Paid when the worker is prescribed opioids for
Supplement chronic, non-cancer pain. Must be submitted
at least every 60 days. See 296-20-03021 and
Provider Bulletin 00-04. Limit of one per day.
1063M | Attending Doctor Review of $33.78 Must be requested by insurer. Payable only
Independent Medical Exam to attending doctor. Limit of one per request.
(IME)
1064M | Initial report documenting need | $33.08 Paid when initiating opioid treatment for
for opioid treatment chronic, non-cancer pain. See WAC 296-20-
03020 and Provider Bulletin 00-04 for what to
include in the report.
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COPIES OF MEDICAL RECORDS

Providers may bill for copies of medical records when requested by the department or Self-
Insurer. This fee is only payable to providers providing care or services to an injured worker.
It is not payable to commercial copy centers or printers who reproduce records for providers.

Code | Description Maximum Fee

1051M | Copies of medical records, payable to any provider when $0.42
requested by the department or Self-insurer or their
representative(s); not payable when required to support billing for
services performed, per page. Fee includes all costs including
postage.

PROVIDER MILEAGE

Providers may bill for mileage when round trip exceeds 14 miles.

Code Description Maximum Fee

1046M Mileage, per mile; allowed when round trip exceeds 14 miles $4.23

REVIEW OF JOB OFFERS AND JOB ANALYSES

A job offer is based on an employer’s desire to offer a specific job to a worker. The job offer
may be based on a job description or a job analysis.

A job description is an employer’s brief evaluation of a specific job or type of job that the
employer intends to offer a worker.

A job analysis (JA) is a detailed evaluation of a specific job or type of job. A job analysis is
used during vocational services to help determine the types of jobs a worker could reasonably
perform considering the worker’s skills, work experience, non-work related skills, and physical
limitations. The job evaluated in the JA may or may not be offered to the worker and it may or
may not be linked to a specific employer.

Only attending doctors will be paid for review of job descriptions or job analyses. A job
description/job analysis review may be performed at the request of the State Fund employer,
the insurer, a vocational rehabilitation counselor (VRC), or third party administrator (TPA)
acting for the insurer or the employer. Reviews requested by other persons (e.g. attorneys or
injured workers) will not be paid. This service does not require prior authorization and is
payable in addition to other services performed on the same day. Refer to the job offer
guideline under WAC 296-19A guidelines (http://www.Ini.wa.gov/hsa/vocational.htm.) for more
information about job offers.

Code |[Report/Form Maximum [Special notes
Fee

1038M |Review of Job $33.08 Payable only to attending doctor. Must be requested by
Descriptions or Job insurer, State Fund employer or vocational counselor.
Analysis Limit of one per day.

1028M |Review of Job $16.54 Payable only to attending doctor. Must be requested by
Descriptions or Job insurer, State Fund employer or vocational counselor.
Analysis, each Limit of 5 per claimant per day. Bill to the department -
additional review see Provider Bulletin 96-10.
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VEHICLE, HOME AND JOB MODIFICATIONS

Vehicle, home and job modification services require prior authorization. Refer to Provider
Bulletins 96-11 for home modification information and 99-11 for job modification and pre-job
accommodation information.

Code | Description Maximum Fee
8914H | Home modification, construction and Maximum payable for all work is the current
design Washington state average annual wage
8915H | Vehicle modification Maximum payable for all work is 7z current
Washington state average wage
8916H | Home modification evaluation and BR
consultation
8917H | Homel/vehicle modification mileage, State rates
lodging, airfare, car rental
8918H | Vehicle modification initial evaluation or BR

consultation

8920H | Vehicle modification follow up consultation | BR

0380R | Job modification (equipment etc.) Maximum allowable for 0380R and 0385R

0385R | Pre-job accommodation (equipment etc.) | combined is $5000

VOCATIONAL SERVICES

Vocational Rehabilitation providers should use the codes listed in this section to bill for
services. For more detailed information on billing, consult Miscellaneous Services Billing
Instructions and Provider Bulletin 01-03.

All vocational rehabilitation services require prior authorization. Vocational rehabilitation
services are authorized by referral type. The five referral types the department uses are: early
intervention, assessment, plan development, plan implementation and forensic. Each referral
is a separate authorization for services.

The department will pay interns at 85% of the VRC professional rate and forensic evaluators at
120% of the VRC professional rate. Hourly rates for professional vocational services are as
follows: Vocational Rehabilitation Counselors, $75.70 per hour; Interns $64.35 per hour; and
Forensic Evaluators, $91.20 per hour. Please note, however, vocational services must be
billed in six-minute time increments, or ten units per hour.

Early Intervention

0800V | Early Intervention Services, VRC (per 6 minutes) $7.57
0801V | Early Intervention Services, Intern (per 6 minutes) $6.43
Assessment

0810V | Assessment Services, VRC (per 6 minutes) $7.57
0811V | Assessment Services, Intern (per 6 minutes) $6.43
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Vocational Evaluation

0821V | Work Evaluation, VRC (per 6 minutes) $7.57
0823V | Pre-Job or Modification Consultation, VRC (per 6 minutes) $7.57
0824V | Pre-job or Job Modification Consultation, Intern (per 6 minutes) $6.43

Plan Development

0830V | Plan Development Services, VRC (per 6 minutes) $7.57

0831V | Plan Development Services, Intern (per 6 minutes) $6.43

Plan Implementation

0840V | Plan Implementation Services, VRC (per 6 minutes) $7.57

0841V | Plan Implementation Services, Intern (per 6 minutes) $6.43

Forensic and Testimony

0881V | Forensic Services, Forensic VRC (per 6 minutes) $9.12
0882V | Testimony on VRC’s Own Work, VRC (per 6 minutes) $7.57
0883V | Testimony on Intern’s Own Work, Intern (per 6 minutes) $6.43
0884V | AGO Witness Testimony, VRC (per 6 minutes) $7.57

Travel, Wait Time, and Mileage

0891V | Travel/Wait Time, VRC or Forensic VRC (per 6 minutes) $3.78
0892V | Travel/Wait Time — Intern (per 6 minutes) $3.78
0893V | Professional Mileage, VRC (per mile) state rate
0894V | Professional Mileage, Intern (per mile) state rate
0895V | Air Travel, VRC, Intern, or Forensic VRC BR
Fee Caps

Vocational services are subject to the fee caps. These caps are hard caps, with no
exceptions. The following fee caps are by referral. All services provided for the referral are
included in the cap.

Early Intervention Referral Cap $1550.
Assessment Referral Cap $2590.
Plan Development Referral Cap $5180.
Plan Implementation Referral Cap $4900.

The fee cap for work evaluation services applies to multiple referral types. Total payment for
work evaluation services provided under all referral types will not exceed $1140. For example,
if $500 of work evaluation services are paid as part of a plan development referral, only $640
is available for payment under another referral type.

| Work Evaluation Services Cap ‘ $1140.
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Facility Services

This section contains payment policies and information for facility services.

All providers must follow the administrative rules, medical coverage decisions
and payment policies contained within the Medical Aid Rules and Fee
Schedules, Provider Bulletins, and Provider Updates. If there are any services,
procedures, or text contained in the CPT® and HCPCS coding books that are in
conflict with the Medical Aid Rules and Fee Schedules, the department’s rules
and policies apply (WAC 296-20-010). All policies in this document apply to
claimants receiving benefits from the State Fund, the Crime Victims
Compensation Program and Self-Insurers unless otherwise noted.
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Questions may be directed to the Provider Hotline at 1-800-848-0811.

CPT® is a registered trademark of the American Medical Association
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HOSPITAL PAYMENT POLICIES

HOSPITAL PAYMENT POLICIES OVERVIEW

Hospital payment policies established by the department are reflected in Washington
Administrative Code Chapters 296-20, 296-21, 296-23, 296-23A, Provider Bulletin 01-13, and
the Hospital Billing Instructions.

The Washington State Department of Labor and Industries, or Self-Insured employer, will pay
for the costs of proper and necessary hospital services associated with an accepted industrial
injury. No co-payments or deductibles are required or allowed from injured workers.

HOSPITAL BILLING REQUIREMENTS

All charges for hospital inpatient and outpatient services provided to injured workers must be
submitted on the UB-92 billing form following the UB-92 National Uniform Data Element
Specifications.

Hospitals are responsible for establishing criteria to define inpatient and outpatient services.
All inpatient bills will be evaluated according to the department’s Utilization Review Program.

Inpatient bills submitted without a treatment authorization number may be selected for
retrospective review.

See www.lni.wa.gov/hsa for the most current Hospital Billing Instructions.

HOSPITAL INPATIENT PAYMENT INFORMATION
State Fund

Services for hospital inpatient care provided to injured workers covered by the State Fund are
paid using three payment methods:

1. An All Patient Diagnosis Related Group (AP-DRG) system. See WAC 296-
23A-0470 for exclusions and exceptions. The current AP-DRG Grouper version
is 14.1.

2. A statewide Per Diem rate for those AP-DRGs that have low volume or for

inpatient services provided in Washington rural hospitals.

3. Percent-of Allowed Charges (POAC) for hospitals excluded from the AP-DRG
system.
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The following table provides a summary of how the above methods are applied.

Hospital Type or Location

Payment Method for
Hospital Inpatient Services

Hospitals not in Washington

Paid by an Out-of-State POAC factor.
Effective July 1, 2002 the rate is 64.2%.

Washington Excluded Hospitals:
e Children’s Hospitals
e Health Maintenance Organizations
(HMOs)
Military Hospitals
Veterans Administration
State Psychiatric Facilities

Paid 100% of allowed charges.

Washington Rural Hospitals
[Department of Health (DOH) Peer
Group 1]

Paid using Washington state-wide per diem
rates for designated AP-DRG categories,
including:

e Chemical dependency

e Psychiatric

e Rehabilitation

e Medical and

e Surgical.

All other Washington Hospitals

Paid on a per case basis for admissions falling
within designated AP-DRGs. For low volume
AP-DRGs, Washington hospitals are paid using
the statewide per diem rates for designated
AP-DRG categories, including:

Chemical dependency

Psychiatric

Rehabilitation

Medical and

Surgical

See www.Ini.wa.gov/hsa for the current AP-
DRG list and assignments.

Hospital Inpatient AP-DRG Base

Effective July 1, 2002 the AP-DRG Base Rate is $7,151.25.

The AP-DRG Assignment list with AP-DRG codes and descriptions and length of stay is in the

Fee Schedules section and online at www.Ini.wa.gov/hsa.

Facility Services
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Hospital Inpatient AP-DRG Per Diem Rates

Effective July 1, 2002 the AP-DRG Per-Diem Rates are as follows:

PAYMENT
CATEGORY RATE DEFINITION
Psychiatric AP-DRG $865.60 AP-DRG Numbers 424-432.

Per Diem

Multiplied by the number of days
allowed by the department.
Payment will not exceed allowed
billed charges.

Chemical Dependency
AP-DRG Per Diem

$660.62
Multiplied by the number of days

allowed by the department.
Payment will not exceed allowed
billed charges.

AP-DRGs Numbers 743-751.

Rehabilitation
AP-DRG Per Diem

$1,266.87
Multiplied by the number of days

allowed by the department.
Payment will not exceed allowed
billed charges.

AP-DRG Number 462.

Medical
AP-DRG Per Diem

$1.445.41
Multiplied by the number of days

allowed by the department.
Payment will not exceed allowed
billed charges.

AP-DRGs identified as medical

Surgical
AP-DRG Per Diem

$2,185.97
Multiplied by the number of days

allowed by the department.
Payment will not exceed allowed
billed charges.

AP-DRGs identified as surgical

For information on how specific rates are determined see Chapter 296-23A in the Medical Aid
Rules and Fee Schedules.
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Additional Hospital Inpatient Rates

PAYMENT
CATEGORY

RATE

DEFINITION

Transfer-out
Cases

Unless the transferring hospital’s charges qualify
for low outlier status, the stay at this hospital is
compared to the AP-DRG’s average length of
stay.

If the patient’s stay is less than the average
length of stay, a “per-day rate” is established by
dividing the AP-DRG payment amount by the
average length of stay for the AP-DRG. Payment
for the first day of service is two times the "per-
day rate.” For subsequent allowed days, the
basic per-day rate will be paid.

If the patient’s stay is equal to or greater than the
average length of stay, the AP-DRG payment
amount will be paid.

A transfer is defined as an
admission to another acute
care hospital within 7 days of
a previous discharge.

Low Outlier
Cases (costs
are less than

Hospital Specific Percent of Allowed Charge
(POAC) Factor multiplied by allowed billed
charges.

Cases where the cost* of the
stay is less than ten percent
(10%) of the statewide AP-

the threshold) DRG rate or $ 500.00,
whichever is greater.
High Outlier AP-DRG payment rate plus 100% of costs in Cases where the cost* of the

Cases (costs
are greater than
the threshold)

excess of the threshold.

stay exceeds $12,000.00 or
two standard deviations above
the statewide AP-DRG rate,
whichever is greater.

*Costs are determined by multiplying the allowed billed charges by the hospital specific POAC factor.

Self-Insured

Services for hospital inpatient care provided to injured workers covered by self-insured
employers are paid using a hospital-specific POAC factor. See WAC 296-23A-0210.

Crime Victims

Services for hospital inpatient care provided to crime victims covered by the Crime Victims
Compensation Program are paid using Medicaid POAC factors. See WAC 296-30-090.

HOSPITAL OUTPATIENT PAYMENT INFORMATION

Services for hospital outpatient care provided to injured workers covered by the State Fund
are paid using three payment methods:

1. Ambulatory Payment Classification (APC) system. See WAC 296-23A Section 4, and
Provider Bulletin 01-13 for a description of the department’'s APC system.

2. An amount established through the department’s Professional Fee Schedule for items
not covered by the APC system.

3. Percent of Allowed Charges (POAC) for hospital outpatient services not paid by either
the APC system or with an amount from the Professional Fee Schedule.

Facility Services
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The following table provides a summary of how the above methods are applied.

Hospital Type or Location

Payment Method, Hospital Outpatient
Services

Hospitals not in Washington

Paid by an Out-of-State POAC factor.
Effective July 1, 2002 the rate is 64.2%.

Washington Excluded Hospitals:
e Children’s Hospitals

Military Hospitals

Veterans Administration

State Psychiatric Facilities

Paid 100% of allowed charges.

Rehabilitation Hospitals
Cancer Hospitals

Rural Hospitals

(DOH Peer Group 1)

e Critical Access Hospitals

e Private Psychiatric Facilities

Paid a facility-specific POAC

All other Washington Hospitals

Paid on a per APC basis for services
falling within designated APCs. For non-
APC paid services, Washington hospitals
are paid using an appropriate
Professional Services Fee Schedule
amount, or a facility-specific POAC*.

*Hospitals will be sent their individual POAC and APC rate each year.

Self-Insured

Services for hospital outpatient care provided to injured workers covered by self insured

employers are paid using facility-specific POAC factor or the appropriate Professional Services

Fee Schedule amount, (see WAC 296-23A-0221).

Crime Victims

Services for hospital outpatient care provided to crime victims covered by the Crime Victims
Compensation Program are paid using either Medicaid POAC factors or the Professional
Servoces Fee Schedule amount, (see WAC 296-30-090).

Note: HCPCS code Q0081 listed as non-covered in the fee schedule will be covered for

hospitals until the Centers for Medicare and Medicaid Services (CMS) issues a

more appropriate code.
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AMBULATORY SURGERY CENTER (ASC) PAYMENT POLICIES

Information about the department’s requirements for ASCs can be found in WAC 296-23B and
Provider Bulletin 01-12. These are available online at http://www.lni.wa.gov/hsa.

ASC SERVICES INCLUDED IN THE FACILITY PAYMENT

Facility payments for ASCs include the following services, which are not paid separately:

° Nursing, technician and related services.

° Use by the recipient of the facility, including the operating room and the
recovery room.

° Drugs, biologics, surgical dressings, supplies, splints, casts and appliances and
equipment directly related to the provision of surgical procedures.

° Diagnostic or therapeutic services or items directly related to the provision of a
surgical procedure.

° Administration, record keeping, and housekeeping items and services.

° Intraocular lenses.

° Materials for anesthesia.

° Blood, blood plasma and platelets.

ASC SERVICES NOT INCLUDED IN THE FACILITY PAYMENT

Facility payments for ASCs do not include the following services, which are paid separately:

° Professional services including physicians.

° Laboratory services.

° X-Ray or diagnostic procedures (other than those directly related to the
performance of the surgical procedure).

° Prosthetics and Implants (except intraocular lenses).

° Ambulance services.

° Leg, arm, back and neck braces.

° Artificial limbs.

° Durable Medical Equipment (DME) for use in the patient's home.

ASC PROCEDURES COVERED FOR PAYMENT

The department will use the Centers for Medicare and Medicaid Services (CMS) list of
procedures covered in an ASC plus additional procedures as determined by the department.
All procedures covered in an ASC are listed in the Medical Aid Rules and Fee Schedules,
Ambulatory Surgery Center Fee Schedule section.

The department has decided to expand the list that CMS established for allowed procedures in
an ASC. There are three areas where the list has been expanded:

1. Labor & Industries will cover surgical procedures that other Washington State
agencies cover in ASCs and that meet L&I’s coverage policies.
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2. Labor & Industries will cover surgical procedures that CMS covers in its hospital
outpatient prospective payment system called Ambulatory Payment
Classifications (APCs) that are not on the CMS ASC list and that meet L&I’s
coverage policies.

3. Labor & Industries will cover some procedures in an ASC that CMS covers only
in an inpatient setting, if the following criteria are met:

a. The surgeon deems that it is safe and appropriate to perform such a
procedure in an outpatient setting; and

b. The procedure meets the department's utilization review requirements.

ASC PROCEDURES NOT COVERED FOR PAYMENT

Procedures that are not listed in the Ambulatory Surgery Center Fee Schedule section of the
Medical Aid Rules and Fee Schedules are not covered in an ASC.

ASCs will not receive payment for facility services for minor procedures that are commonly
done in an office setting or treatment room. See below for exceptions to this policy. The
professional performing such procedures may still bill for the professional component of such
procedures.

Process to Obtain Approval for a Non-Covered Procedure

Under certain conditions, the director, the director's designee, or self-insurer, in their
sole discretion, may determine that a procedure not on the department’s ASC
procedure list may be authorized in an ASC. For example, when a procedure could be
harmful to a particular patient unless performed in an ASC. Requests for coverage
under these special circumstances require prior authorization.

The health care provider must submit a written request and obtain approval from the
department or self-insurer, prior to performing any procedure not on the ASC
procedure list. The written request must contain a description of the proposed
procedure with associated procedure codes, the reason for the request, the potential
risks and expected benefits, and the estimated cost of the procedure. The healthcare
provider must provide any additional information about the procedure requested by the
department or self-insurer.

ASC BILLING INFORMATION

Modifiers accepted for ASCs
The SG modifier may accompany all CPT® and HCPCS codes.

The department will accept modifiers listed in the CPT® and HCPCS books including those
listed as approved for ASCs. Only modifiers affecting payment are listed below:

-50 Bilateral surgery

Modifier -50 identifies cases where a procedure typically performed on one side of the
body is performed on both sides of the body during the same operative session.
Providers must bill using two line items on the bill form. The modifier -50 should be
applied to the second line item. The second line item will be paid at 50% of the
allowed amount for that procedure.
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Example: Bilateral Procedure

Line item CPT® Maximum payment  Bilateral policy Allowed amount
on bill code/modifier (Group 2) applied
1 64721- SG $1,130.28 $1,130.28 (1)
2 64721 - SG - 50 $1,130.28 $565.14 (2) $565.14
Total allowed amount $1695.42 (3)

Notes: 1. First line item is paid at 100% of maximum allowed amount.

2. When applying the bilateral payment policy the second line item billed with a
modifier -50 is paid at 50% of the maximum allowed amount for that line item.

3. Represents total allowable amount.
-51 Multiple surgery

Modifier -51 identifies when multiple surgeries are performed on the same patient at the
same operative session. Providers must bill using two line items on the bill form. The

modifier -51 should be applied to the second line item. The total payment equals the
sum of:

100% of the maximum allowable fee for the highest valued procedure according to the
fee schedule.

50% of the maximum allowable fee for the subsequent procedures with the next highest
values, according to the fee schedule.

Example: Multiple Procedures
Line item CPT® Maximum payment Multiple policy  Allowed amount
on bill code/modifier (Groups 9 & 2) applied
1 29881 - SG $2,107.75 $2,107.75 (1)
2 64721 — SG - 51 $1,130.28 $565.14 (2) $565.14
Total allowed amount $2672.89 (3)

Notes: 1. Highest valued procedure is paid at 100% of maximum allowed amount.

2. When applying the multiple procedure payment policy the second line item billed

with a modifier -51 is paid at 50% of the maximum allowed amount for that line
item.

3. Represents total allowable amount.
-73 Discontinued procedure prior to the administration of anesthesia

Modifier —73 is used when a physician cancels a surgical procedure due to the onset of
medical complications subsequent to the patient’s preparation, but prior to the
administration of anesthesia. Payment will be at 50% of the maximum allowable fee.
Multiple and bilateral procedure pricing will apply to this, if applicable.
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-74 Discontinued procedure after administration of anesthesia

Modifier —74 is used when a physician terminates a surgical procedure due to the
onset of medical complications after the administration of anesthesia or after the
procedure was started. Payment will be at 100% of the maximum allowable fee.
Multiple and bilateral procedure pricing will apply to this, if applicable.

-99 Multiple modifiers

This modifier should only be used when two or more modifiers affect payment.
Payment is based on the policy associated with each individual modifier that describes
the actual services performed. For billing purposes, only modifier -99 should go in the
modifier column, with the individual descriptive modifiers that affect payment listed in
the remarks section of the billing form.

Implants

Implants should be billed on a separate line. The following HCPCS implant codes are covered
by the department: L8500 through L8699. ASCs will be paid acquisition cost for implants.

Exception:

L8603 has a maximum fee and pays the lesser of the maximum fee or acquisition cost.

Exception:

Intraocular lenses, including new technology lenses, are bundled into the fee for the
associated procedure. Please include the cost of the lens in the charge for the
procedure. It is permissible to include a line on the bill with the HCPCS code for an
intraocular lens (i.e. V2630, V2631, V2632) and its associated cost, for information
purposes only.

Acquisition Costs Policy:

The acquisition cost equals the wholesale cost plus shipping, handling, and sales tax. These
items should be billed together as one charge. For taxable items, an itemized listing of the cost
plus sales tax may be attached to the bill, but is not required.

Wholesale invoices for all supplies and materials must be retained in the provider’s office files
for a minimum of five years. A provider must submit a hard copy of the wholesale invoice to
the department or self-insurer when an individual supply costs $150.00 or more, or upon
request. The insurer may delay payment of the provider’s bill if the insurer has not received
this information.
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Example: Procedure with Implant

Line item CPT® Maximum payment Allowed amount
on bill code/modifier (Group 9)
1 29851- SG $2,107.75 $2,107.75 (1)
2 L8699 $150.00 (acquisition $150.00 (2)
cost)
Total allowed amount $2,257.75 (3)
Notes: 1. Procedure is paid at 100% of maximum allowed amount.

2. Represents the total of wholesale implant cost plus associated shipping,
handling, and taxes.

3. Represents total allowable amount.

Do not use the temporary “C” HCPCS codes, as that will cause
the bill to be denied.

Billing Tip

Spinal Injections

Injection procedures are billed in the same fashion as all other surgical procedures with
the following considerations.

For purposes of multiple procedure discounting, each procedure in a bilateral set is
considered to be a single procedure.

For injection procedures which require the use of radiographic localization and
guidance, ASCs must bill for the technical component of the radiologic CPT® code (e.g.
76005 — TC) to be paid for the operation of a fluoroscope or C-arm. Maximum fees for
the technical components of the radiologic codes are listed in the Radiology section of
the Medical Aid Rules and Fee Schedules.
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Example: Injection Procedures

Line item CPT® Maximum payment Bilateral/Multiple Allowed amount
on bill code/modifier (Groups 1) policies applied
1 64470 — SG $843.10 $843.10 (1)
2 64470 — SG - 50 $843.10 $421.55 (2) $421.55
3 64472 — SG $843.10 $421.55 (3) $421.55
4 64472 — SG - 50 $843.10 $421.55 (2) $421.55
5 76005 -TC $65.66 $65.66 (4)
Total allowed amount $2,173.41 (5)
Notes: 1. Highest valued procedure is paid at 100% of maximum allowed amount.

2. When applying the bilateral procedure payment policy the second line item
billed with a modifier -50 is paid at 50% of the maximum allowed amount for

that line item.

3. The multiple procedure payment policy is applied to subsequent procedures
billed on the same day and are paid at 50% of the maximum allowed amount

for that line item.

4. This is the fee schedule maximum allowed amount for the fluoroscopic

localization and guidance.

5. Represents total allowable amount.

ASC PAYMENTS FOR SERVICES

The department pays the lesser of the billed charge (the ASC's usual and customary fee) or

the department's maximum allowed rate.

The department's rates are based on a modified version of the grouping system developed by
Medicare for ASC services. Medicare's grouping system was originally intended to group
procedures with similar resource use together into payment categories. The department has
modified Medicare's grouping system to fit a workers' compensation population.

Surgical services have been divided into 9 payment groups, each with an associated

maximum fee.
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ASC Maximum Allowable Fee
by Group Number

Group Fee
$843.10
$1,130.28
$1,293.63
$1,596.63
$1,817.95
$2,107.75
$2,521.40
$2,481.80
$2,107.75

O©COoO~NOOOARWN-

Some services that do not belong to a payment group have a maximum fee. Other allowed

services that are not part of a payment group are paid on a "by report" basis.

Payment groups and rates for allowed procedures are listed in the Ambulatory Surgery Center

Fee Schedule.

BRAIN INJURY REHABILITATION SERVICES

Only programs accredited by the Commission on Accreditation of Rehabilitation Facilities
(CARF) may provide post-acute brain injury rehabilitation services for injured workers. These
services require prior authorization. Follow-up care is included in the cost of the full day or half
day program. This includes, but is not limited to telephone calls, home visits and therapy

assessments. Refer to Provider Bulletins 98-02 and 98-04 for more information.

Non-hospital based programs must bill the following local codes:

8950H Comprehensive brain injury evaluation ...............cccceiiiiiiii $3,612.95
8951H Post-acute brain injury rehabilitation full day program, per day
(MiNimMUumM Of 6 hOUIS PEr day) ..o $645.17
8952H Post-acute brain injury rehabilitation half day program, per day
(MINIMUM 4 NOUrS PEI AAY) ..o $387.11
Hospital based programs must bill the following revenue codes:
014 Comprehensive brain injury evaluation................ccccc, $3,612.95
015 Full day program, per day (minimum 6 hours per day) ..........ccccccvvvvvvvvivvevnnnnnnnn. $645.17
016 Half day program, per day (minimum 4 hours per day)..........ccccccvvvvvvvvvvneennennnnns $387.11
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NURSING HOME, HOSPICE AND RESIDENTIAL CARE

NURSING HOME, HOSPICE AND RESIDENTIAL CARE
Only licensed nursing homes, hospice or other residential care providers will be paid.

Group homes and other residential care settings may be approved by the insurer on a case by
case basis depending on the worker’s needs. Assisted living is not a covered service.

Medically necessary skilled nursing care and custodial care are covered for the worker’s
accepted industrial injury or iliness. Daily rate fees are negotiated between the facility and the
insurer based on the Medicaid and Medicare rates for services provided. Occupational,
physical and speech therapies are included in the daily rate and are not separately payable.
Pharmacy and DME are payable when billed separately using appropriate HCPCS codes.

8902H Nursing home or residential care (group home or boarding home)...........cccceeveeee. BR
e 101¢] I o= Tor ] 11 VA g o] o ot o= T = S BR
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Fee Schedules

This section contains the department’s fee schedules for codes effective July 1,
2002. The keys in the first part of this section describe how to interpret the
information contained in the fee schedules.

Please note: Code descriptions are abbreviated and are intended for reference
purposes only. Refer to your 2002 CPT® and HCPCS books for complete
descriptions and other relevant coding information.
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KEY TO PROFESSIONAL SERVICES FEE SCHEDULE

ANESTHESIA SECTION
Column Title Title Explanation | Indicator Indicator Description
CPT® CODE/ Anesthesia Code 2002 CPT® or ASA anesthesia code.
ASA CODE ASA codes are from the American Society of Anesthesiologists’ Relative Value Guide
(ASARVG). Only the ASA codes listed in this section are accepted by the department.
All other anesthesia services should be billed using CPT® codes and descriptions.
ABBREVIATED Abbreviated code description for reference purposes only. Refer to a 2002 CPT®
DESCRIPTION book for complete CPT® code descriptions. Refer to a 2002 ASARVG for complete
ASA code descriptions.
ANES BASE Anesthesia Base Number or N/A | Anesthesia base units for procedures priced with anesthesia base and time units.
Units Procedures that are not covered or that are priced by another payment method have
“N/A” in this field.
BASE SOURCE Source of Base units This field indicates the source for the department’s anesthesia base units. Procedures
Anesthesia Base source or N/A that are not priced with base and time units have “N/A” in this field.
Units CMS Base units source is the Centers for Medicare and Medicaid Services.
ASA Base units source is the American Society of Anesthesiologists Relative Value
Guide.
RSC Base units developed by the Interagency Reimbursement Steering Committee with
input from the Anesthesia Technical Advisory Group.
MAX FEE OR Maximum fee or Dollar value, Indicates the maximum allowable amount, pricing method or coverage status for
COVERAGE coverage status pricing method | procedures not priced with anesthesia base and time units.
or coverage
Dollar Value The maximum allowable dollar amount. Units of service for these services should
be based on the number of times the procedure is performed, not on minutes of
anesthesia.
By Report Services will be priced by report.
Not Covered Procedure not covered by the department.
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ALL OTHER SECTIONS

FACILITY SETTING

pricing method
or coverage

Column Title Title Explanation Indicator Indicator Description
CPT® CODE/ 2002 CPT® or HCPCS code
HCPCS CODE
ABBREVIATED Descriptions are abbreviated and are for reference purposes only. For complete
DESCRIPTION descriptions, refer to a 2002 CPT® or HCPCS code book.
DOLLAR VALUE - Dollar value, This field contains the maximum dollar amount the department will pay for covered
NON-FACILITY pricing method | services provided in a non-facility setting or indicates the pricing method or coverage
SETTING or coverage status.
Dollar Value Maximum dollar amount payable for covered services.
AWP Code priced based on Average Wholesale Price (AWP) or Average Average
Wholesale Price (AAWP).
Maximum fees are available from the Provider Hotline at 1-800-848-0811 and on
the internet through the “Medical Aid Rules and Fee Schedules” link at
http://www.Ini.wa.gov/hsal/.
Bundled Bundled code, not separately payable.
By Report Code priced by report.
Contracted Contracted service. Payable only to department’s contracted vendor for State
Fund claims. Payable to providers treating Self-Insured injured workers.
Info Only Informational only. Used for outpatient prospective payment system.
Not Covered Non-covered code.
DOLLAR VALUE - Dollar value, This field contains the maximum dollar amount the department will pay for covered

services provided in a facility setting or indicates the pricing method or coverage
status. See “Dollar Value — Non-Faciility Setting” above, for indicator descriptions.

FOL UP Follow-up days for Number This field indicates the number of days following surgery during which charges for
global surgery normal postoperative care are bundled in the global surgery fee.
PRE OP Preoperative Percentage Percent of total global surgery dollar value allowed when modifier -56 (Preoperative
Percentage Management) is billed.
(Modifier -56)
7-1-02 CPT codes and descriptions only are copyright 2001 American Medical Association Key to Fee Schedules Page 224



http://www.lni.wa.gov/hsa

Column Title

Title Explanation

Indicator

Indicator Description

INTRA OP

Intraoperative
Percentage
(Modifier -54)

Percentage

Percent of total global surgery dollar value allowed when modifier -54 (Surgical
Care) is billed.

POST OP

Postoperative
Percentage
(Modifier -55)

Percentage

Percent of total global surgery dollar value allowed when modifier -55 (Postoperative
Management) is billed.

PCTC

Professional and
Technical
Component
(Modifiers -26/-TC)

Number

This field identifies procedure codes that can be split into professional and technical
components (PC/TC). Valid values for these field indicators include:

Physician services only. The concept of PC/TC does not apply. Modifiers -26
and -TC are not valid.

Diagnostic test or radiology service which has both a professional and technical
component. Modifiers -26 and -TC are valid.

Stand alone code that describes the professional component of a diagnostic test
for which there is: a) an associated code that describes the technical component
of the diagnostic test only and b) another associated code that describes the
global procedure (the professional and technical components). Modifiers -26 and
-TC are not valid.

Stand alone code that describes the technical component of a diagnostic test for
which there is: a) an associated code that describes the professional component
of the diagnostic test only and b) another associated code that describes the
global procedure (the professional and technical components). Modifiers -26 and
-TC are not valid.

Stand alone code that describes the global procedure for a diagnostic test for
which there are associated codes that describe: a) the professional component of
the test only, and b) the technical component of the test only. Modifiers -26 and -
TC are not valid.

Covered service that is incident to a physician’s service when provided by
auxiliary personnel employed by the physician and working under his/her direct
personal supervision. Payment may not be made for this service when provided
to hospital inpatients or outpatients. Modifiers -26 and -TC are not valid.
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Column Title Title Explanation Indicator Indicator Description
PCTC (continued) Professional and 6 Clinical laboratory or other service for which separate payment for interpretations
Technical by laboratory physicians or other physicians may be made. Modifier -TC is not
Component valid for this procedure. Modifier -26 may be valid.
(Modifiers -26/-TC) 7 This indicator is not currently in use.

8 Professional component of a clinical laboratory code for which separate payment
may be made only if the physician interprets an abnormal smear for a hospital
inpatient. No -TC modifier billing is recognized because payment for the
underlying clinical laboratory test is made to the hospital. No payment is
recognized for these codes when furnished to hospital outpatients or non-hospital
patients.

9 Concept of a professional/technical component split does not apply. Modifiers -26
and -TC are not valid.

MSI Multiple Surgery Number This field indicates the multiple surgery payment rules that apply to the service.
Indicator Multiple procedures are identified by modifier -51. Valid values for this field include:
(Modifier -51) 0 Payment adjustment rules for multiple surgery do not apply. Modifier -51 is not
valid.

1 This indicator is not currently in use.

2 Standard multiple surgery payment policy applies (100%, 50%, 50%, 50%, 50%).
Modifier -51 is valid.

3 Multiple endoscopic procedures payment policy applies if this service is billed with
another endoscopy in the same family. Modifier -61 may be valid.

4 This indicator is not currently in use.

Concept of multiple surgery does not apply. Modifier -51 is not valid.
BSI Bilateral Surgery Number This field indicates that the procedure is subject to a payment adjustment for
Indicator bilateral surgery. Bilateral procedures are identified by modifier -50. Valid values for
(Modifier -50) this field include:

0 Payment adjustment rule for bilateral surgery does not apply. Modifier -50 is not
valid for this procedure.
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Column Title

Title Explanation

Indicator

Indicator Description

BSI (continued)

Bilateral Surgery
Indicator
(Modifier -50)

1

Payment adjustment for bilateral procedures (150%) applies to this procedure.
Modifier -50 is valid.

Payment adjustment for bilateral procedures does not apply. Procedures in this
category include services for which the code descriptor specifically states that the
procedure is bilateral; procedures that are usually performed as bilateral
procedures; or procedures for which the code descriptor indicates the procedures
may be performed either unilaterally or bilaterally. Modifier -50 is not valid.

Payment adjustment for bilateral procedure does not apply. This is a radiology
procedure which is not subject to payment rules for bilateral surgeries. Modifier -
50 is not valid.

Concept of bilateral surgery does not apply. Modifier -50 is not valid.

ASI

Assistant Surgeon
Indicator
(Modifier -80)

Number

This field indicates whether or not an assistant surgeon may be paid for the
procedure. Assistants at surgery are indicated by modifiers -80, -81 and -82. Valid
values for this field include:

Assistant at surgery is not usually paid for this procedure. Supporting
documentation is necessary to establish medical necessity. Modifiers -80, -81
and -82 are not valid under normal situations for this service.

Assistant at surgery may not be paid for this procedure. Modifiers -80, -81 and -
82 are not valid.

Assistant at surgery may be paid. Modifiers -80, -81 and -82 are valid.

Concept does not apply. Modifiers -80, -81 and -82 are not valid.

CsSli

Co-surgeons
Indicator
(Modifier -62)

Number

Indicates whether or not two surgeons, each in a different specialty, may be paid for
the procedure. Co-surgeons are indicated by modifier -62. Valid values for this field
include:

Co-surgeons not permitted. Modifier -62 is not valid with this procedure.

Co-surgeons may be paid for this procedure. Supporting documentation is
required to establish medical necessity of two surgeons. Modifier -62 is not valid
under normal situations for this procedure.

7-1-02
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Column Title

Title Explanation

Indicator

Indicator Description

CSI (continued)

Co-surgeons
Indicator
(Modifier -62)

2

Co-surgeons may be paid for this procedure. No supporting documentation is
required if two specialty requirement is met. Modifier -62 is valid.

9

Concept of co-surgeons does not apply. Modifier -62 is not valid.

TSI

Team Surgeons
Indicator
(Modifier -66)

Number

Indicates whether or not team surgeons may be paid for the procedure. Team
surgeons are indicated by modifier -66. Valid values for this field include:

Team surgeons not permitted. Modifier -66 is not valid with this procedure.

Team surgeons may be payable. Supporting documentation is required to
establish medical necessity of a team. Modifier -66 is not valid under normal
situations for this procedure.

2

Team suraeons permitted. Modifier -66 is valid.

9

Concent of team suraerv does not apolv. Modifier -66 is not valid.

ENDO BASE

Endoscopy Base
Code

Code number

This column contains the endoscopic base code for procedure codes that are part of
an endoscopy family. The Multiple Surgery Indicator for procedures in an
endoscopy family is 3.

FSI

Fee Schedule
Indicator

Letter

This column indicates the pavment status. Valid values for this field include:

Bundled code. not separatelv pavable.

(@N(vy)

Contracted service. Payable only to department’s contracted vendor for State
Fund claims. Payable to providers treating Self-Insured injured workers.

Drug fee based on Average Wholesale Price (AWP) or Average Average
Wholesale Price (AAWP).

Maximum fees are available from the Provider Hotline at 1-800-848-0811 and on
the internet through the “Medical Aid Rules and Fee Schedules” link at
http://www.lni.wa.gov/hsal.

Flat fee develobed bv the department

Clinical lab fee

No fee or RVUs available. code paid Bv Renort

RBRVS fee

X [ |IZ [ M

Non-covered code

7-1-02
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KEY TO AMBULATORY SURGERY CENTER FEE SCHEDULE

Column Title Title Explanation Indicator Indicator Description
CPT® CODE/ 2002 CPT® or HCPCS code
HCPCS CODE
ABBREVIATED Descriptions are abbreviated and are for reference purposes only. For complete
DESCRIPTION descriptions, refer to a 2002 CPT® or HCPCS code book.
PAYMENT GROUP | ASC Payment Group | Number (1-9) Indicates the ASC payment group for the procedure code. Procedure codes with
or NG “NG” are not grouped.
RATE ASC Payment Rate Dollar value or | Indicates the maximum allowable fee or other payment method.
payment
method
Dollar value Maximum allowable fee.
AC Paid at acquisition cost.
BR Paid by report.
BR, UR Paid by report, UR authorization required.
Bundled Payment included in facility payment.
NC Not Covered
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KEY TO AP-DRG ASSIGNMENT LIST

Column Title Title Explanation Indicator Indicator Description
AP-DRG NUMBER | All Patient Diagnosis | Number AP-DRG version 14.1 by 3M Health Information Systems. Portions are copyright
Related Group 3M.
AP-DRG Abbreviated AP-DRG description. Portions are copyright 3M.
DESCRIPTION
DRG TYPE DRG type or Indicates DRG Type or coverage status.
DRG TYPE coverage
CHEM DEP Chemical dependency
MED Medical
Not Not Covered
Covered
PSYCH Psychiatric
REHAB Rehabilitation
SURG Surgical
RELATIVE WEIGHT Number or LV | Indicates the AP-DRG relative weight or LV “Low Volume.”
Number AP-DRG relative weight. Payment calculated by multiplying the AP-DRG relative
weight by the AP-DRG base rate.
LV Low volume AP-DRG. Payment based on Per Diem rate.
HIGH OUTLIER (none) Outlier thresholds will be available 7/1/02 at www.Ini.wa.gov/hsa or from the
THRESHOLD Provider Hotline at 1-800-848-0811.
LOW OUTLIER (none) Outlier thresholds will be available 7/1/02 at www.Ini.wa.gov/hsa or from the
THRESHOLD Provider Hotline at 1-800-848-0811.
LENGTH OF STAY Days Expected length of stay for conditions falling within the DRG.
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Anesthesia Fee Schedule

Effective July 1, 2002

CcPT® ANES BASE MAX FEE OR CPT® ANES BASE MAX FEE OR
CODE ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE CODE ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE
00100  Anesth, salivary gland 5 CMS N/A 00402  Anesth, surgery of breast 5 CMS N/A
00102  Anesth, repair of cleft lip 6 CMS N/A 00404  Anesth, surgery of breast 5 CMS N/A
00103  Anesth, blepharoplasty 5 CMS N/A 00406  Anesth, surgery of breast 13 CMS N/A
00104  Anesth, electroshock 4 CMS N/A 00410  Anesth, correct heart rhythm 4 CMS N/A
00120  Anesth, ear surgery 5 CMS N/A 00450  Anesth, surgery of shoulder 5 CMS N/A
00124  Anesth, ear exam 4 CMS N/A 00452  Anesth, surgery of shoulder 6 CMS N/A
00126  Anesth, tympanotomy 4 CMS N/A 00454  Anesth, collar bone biopsy 3 CMS N/A
00140  Anesth, procedures on eye 5 CMS N/A 00470  Anesth, removal of rib 6 CMS N/A
00142  Anesth, lens surgery 4 CMS N/A 00472  Anesth, chest wall repair 10 CMS N/A
00144  Anesth, corneal transplant 6 CMS N/A 00474  Anesth, surgery of rib(s) 13 CMS N/A
00145  Anesth, vitrectomy 6 CMS N/A 00500  Anesth, esophageal surgery 15 CMS N/A
00147  Anesth, iridectomy 4 CMS N/A 00520  Anesth, chest procedure 6 CMS N/A
00148  Anesth, eye exam 4 CMS N/A 00522  Anesth, chest lining biopsy 4 CMS N/A
00160  Anesth, nose/sinus surgery 5 CMS N/A 00524  Anesth, chest drainage 4 CMS N/A
00162  Anesth, nose/sinus surgery 7 CMS N/A 00528  Anesth, chest partition view 8 CMS N/A
00164  Anesth, biopsy of nose 4 CMS N/A 00530  Anesth, pacemaker insertion 4 CMS N/A
00170 Anesth, procedure on mouth 5 CMS N/A 00532 Anesth, vascular access 4 CMS N/A
00172 Anesth, cleft palate repair 6 CMS N/A 00534 Anesth, cardioverter/defib 7 CMS N/A
00174  Anesth, pharyngeal surgery 6 CMS N/A 00537  Anesth, cardiac electrophys 10 ASA N/A
00176  Anesth, pharyngeal surgery 7 CMS N/A 00540  Anesth, chest surgery 13 CMS N/A
00190  Anesth, facial bone surgery 5 CMS N/A 00542  Anesth, release of lung 15 CMS N/A
00192  Anesth, facial bone surgery 7 CMS N/A 00544  Anesth, chest lining removal 15 CMS N/A
00210  Anesth, open head surgery 11 CMS N/A 00546  Anesth, lung,chest wall surg 15 CMS N/A
00212  Anesth, skull drainage 5 CMS N/A 00548  Anesth, trachea,bronchi surg 17 CMS N/A
00214  Anesth, skull drainage 9 CMS N/A 00550  Anesth, sternal debridement 10 CMS N/A
00215  Anesth, skull fracture 9 CMS N/A 00560  Anesth, open heart surgery 15 CMS N/A
00216  Anesth, head vessel surgery 15 CMS N/A 00562  Anesth, open heart surgery 20 CMS N/A
00218  Anesth, special head surgery 13 CMS N/A 00563  Anesth, heart proc w/pump 25 CMS N/A
00220  Anesth, spinal fluid shunt 10 CMS N/A 00566  Anesth, cabg w/o pump 25 CMS N/A
00222  Anesth, head nerve surgery 6 CMS N/A 00580  Anesth heart/lung transplant 20 CMS N/A
00300  Anesth, head/neck/ptrunk 5 CMS N/A 00600  Anesth, spine, cord surgery 10 CMS N/A
00320  Anesth, neck organ surgery 6 CMS N/A 00604  Anesth, surgery of vertebra 13 CMS N/A
00322  Anesth, biopsy of thyroid 3 CMS N/A 00620  Anesth, spine, cord surgery 10 CMS N/A
00350 Anesth, neck vessel surgery 10 CMS N/A 00622  Anesth, removal of nerves 13 CMS N/A
00352  Anesth, neck vessel surgery 5 CMS N/A 00630  Anesth, spine, cord surgery 8 CMS N/A
00400  Anesth, skin, ext/per/atrunk 3 CMS N/A 00632  Anesth, removal of nerves 7 CMS N/A
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Anesthesia Fee Schedule

Effective July 1, 2002

CcPT® ANES BASE MAX FEE OR CPT® ANES BASE MAX FEE OR
CODE ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE CODE ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE
00634  Anesth for chemonucleolysis 10 CMS N/A 00870  Anesth, bladder stone surg 5 CMS N/A
00635  Anesth, lumbar puncture 4 CMS N/A 00872  Anesth kidney stone destruct 7 CMS N/A
00670  Anesth, spine, cord surgery 13 CMS N/A 00873  Anesth kidney stone destruct 5 CMS N/A
00700  Anesth, abdominal wall surg 4 CMS N/A 00880  Anesth, abdomen vessel surg 15 CMS N/A
00702  Anesth, for liver biopsy 4 CMS N/A 00882  Anesth, major vein ligation 10 CMS N/A
00730  Anesth, abdominal wall surg 5 CMS N/A 00902  Anesth, anorectal surgery 5 CMS N/A
00740  Anesth, upper gi visualize 5 CMS N/A 00904  Anesth, perineal surgery 7 CMS N/A
00750  Anesth, repair of hernia 4 CMS N/A 00906  Anesth, removal of vulva 4 CMS N/A
00752  Anesth, repair of hernia 6 CMS N/A 00908  Anesth, removal of prostate 6 CMS N/A
00754  Anesth, repair of hernia 7 CMS N/A 00910  Anesth, bladder surgery 3 CMS N/A
00756  Anesth, repair of hernia 7 CMS N/A 00912  Anesth, bladder tumor surg 5 CMS N/A
00770  Anesth, blood vessel repair 15 CMS N/A 00914  Anesth, removal of prostate 5 CMS N/A
00790  Anesth, surg upper abdomen 7 CMS N/A 00916  Anesth, bleeding control 6 CMS N/A
00792  Anesth, part liver removal 13 CMS N/A 00918  Anesth, stone removal 5 CMS N/A
00794  Anesth, pancreas removal 8 CMS N/A 00920  Anesth, genitalia surgery 3 CMS N/A
00796  Anesth, for liver transplant 30 CMS N/A 00922  Anesth, sperm duct surgery 6 CMS N/A
00797  Anesth, surgery for obesity N/A N/A Not Covered 00924  Anesth, testis exploration 4 CMS N/A
00800 Anesth, abdominal wall surg 4 CMS N/A 00926 Anesth, removal of testis 4 CMS N/A
00802 Anesth, fat layer removal 5 CMS N/A 00928  Anesth, removal of testis 6 CMS N/A
00810 Anesth, low intestine scope 5 CMS N/A 00930  Anesth, testis suspension 4 CMS N/A
00820  Anesth, abdominal wall surg 5 CMS N/A 00932  Anesth, amputation of penis 4 CMS N/A
00830  Anesth, repair of hernia 4 CMS N/A 00934  Anesth, penis, nodes removal 6 CMS N/A
00832  Anesth, repair of hernia 6 CMS N/A 00936  Anesth, penis, nodes removal 8 CMS N/A
00840  Anesth, surg lower abdomen 6 CMS N/A 00938  Anesth, insert penis device 4 CMS N/A
00842  Anesth, amniocentesis 4 CMS N/A 00940  Anesth, vaginal procedures 3 CMS N/A
00844  Anesth, pelvis surgery 7 CMS N/A 00942  Anesth, surgery on vagina 4 CMS N/A
00846  Anesth, hysterectomy 8 CMS N/A 00944  Anesth, vaginal hysterectomy 6 CMS N/A
00848  Anesth, pelvic organ surg 8 CMS N/A 00948  Anesth, repair of cervix 4 CMS N/A
00851  Anesth, tubal ligation N/A N/A Not Covered 00950  Anesth, vaginal endoscopy 5 CMS N/A
00860  Anesth, surgery of abdomen 6 CMS N/A 00952  Anesth, hysteroscope/graph 4 CMS N/A
00862  Anesth, kidney/ureter surg 7 CMS N/A 01112  Anesth, bone aspirate/bx 5 CMS N/A
00864  Anesth, removal of bladder 8 CMS N/A 01120  Anesth, pelvis surgery 6 CMS N/A
00865  Anesth, removal of prostate 7 CMS N/A 01130  Anesth, body cast procedure 3 CMS N/A
00866  Anesth, removal of adrenal 10 CMS N/A 01140  Anesth, amputation at pelvis 15 CMS N/A
00868  Anesth, kidney transplant 10 CMS N/A 01150  Anesth, pelvic tumor surgery 10 CMS N/A
00869  Anes, vasectomy 3 CMS N/A 01160  Anesth, pelvis procedure 4 CMS N/A
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Anesthesia Fee Schedule

Effective July 1, 2002

CPT® ANES BASE MAX FEE OR CPT® ANES BASE MAX FEE OR
CODE ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE CODE ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE
01170  Anesth, pelvis surgery 8 CMS N/A 01470  Anesth, lower leg surgery 3 CMS N/A
01180  Anesth, pelvis nerve removal 3 CMS N/A 01472  Anesth, achilles tendon surg 5 CMS N/A
01190  Anesth, pelvis nerve removal 4 CMS N/A 01474  Anesth, lower leg surgery 5 CMS N/A
01200  Anesth, hip joint procedure 4 CMS N/A 01480  Anesth, lower leg bone surg 3 CMS N/A
01202  Anesth, arthroscopy of hip 4 CMS N/A 01482  Anesth, radical leg surgery 4 CMS N/A
01210  Anesth, hip joint surgery 6 CMS N/A 01484  Anesth, lower leg revision 4 CMS N/A
01212  Anesth, hip disarticulation 10 CMS N/A 01486  Anesth, ankle replacement 7 CMS N/A
01214  Anesth, replacement of hip 8 CMS N/A 01490  Anesth, lower leg casting 3 CMS N/A
01215  Anesth, revise hip repair 10 CMS N/A 01500  Anesth, leg arteries surg 8 CMS N/A
01220  Anesth, procedure on femur 4 CMS N/A 01502  Anesth, lwr leg embolectomy 6 CMS N/A
01230  Anesth, surgery of femur 6 CMS N/A 01520  Anesth, lower leg vein surg 3 CMS N/A
01232  Anesth, amputation of femur 5 CMS N/A 01522  Anesth, lower leg vein surg 5 CMS N/A
01234  Anesth, radical femur surg 8 CMS N/A 01610  Anesth, surgery of shoulder 5 CMS N/A
01250  Anesth, upper leg surgery 4 CMS N/A 01620  Anesth, shoulder procedure 4 CMS N/A
01260  Anesth, upper leg veins surg 3 CMS N/A 01622  Anesth, shoulder arthroscopy 4 CMS N/A
01270  Anesth, thigh arteries surg 8 CMS N/A 01630  Anesth, surgery of shoulder 5 CMS N/A
01272  Anesth, femoral artery surg 4 CMS N/A 01632  Anesth, surgery of shoulder 6 CMS N/A
01274  Anesth, femoral embolectomy 6 CMS N/A 01634  Anesth, shoulder joint amput 9 CMS N/A
01320  Anesth, knee area surgery 4 CMS N/A 01636  Anesth, forequarter amput 15 CMS N/A
01340 Anesth, knee area procedure 4 CMS N/A 01638  Anesth, shoulder replacement 10 CMS N/A
01360  Anesth, knee area surgery 5 CMS N/A 01650  Anesth, shoulder artery surg 6 CMS N/A
01380  Anesth, knee joint procedure 3 CMS N/A 01652  Anesth, shoulder vessel surg 10 CMS N/A
01382  Anesth, knee arthroscopy 3 CMS N/A 01654  Anesth, shoulder vessel surg 8 CMS N/A
01390  Anesth, knee area procedure 3 CMS N/A 01656  Anesth, arm-leg vessel surg 10 CMS N/A
01392  Anesth, knee area surgery 4 CMS N/A 01670  Anesth, shoulder vein surg 4 CMS N/A
01400  Anesth, knee joint surgery 4 CMS N/A 01680  Anesth, shoulder casting 3 CMS N/A
01402  Anesth, replacement of knee 7 CMS N/A 01682  Anesth, airplane cast 4 CMS N/A
01404  Anesth, amputation at knee 5 CMS N/A 01710  Anesth, elbow area surgery 3 CMS N/A
01420  Anesth, knee joint casting 3 CMS N/A 01712  Anesth, uppr arm tendon surg 5 CMS N/A
01430  Anesth, knee veins surgery 3 CMS N/A 01714  Anesth, uppr arm tendon surg 5 CMS N/A
01432  Anesth, knee vessel surg 6 CMS N/A 01716  Anesth, biceps tendon repair 5 CMS N/A
01440  Anesth, knee arteries surg 8 CMS N/A 01730  Anesth, uppr arm procedure 3 CMS N/A
01442  Anesth, knee artery surg 8 CMS N/A 01732  Anesth, elbow arthroscopy 3 CMS N/A
01444  Anesth, knee artery repair 8 CMS N/A 01740  Anesth, upper arm surgery 4 CMS N/A
01462  Anesth, lower leg procedure 3 CMS N/A 01742  Anesth, humerus surgery 5 CMS N/A
01464  Anesth, ankle arthroscopy 3 CMS N/A 01744  Anesth, humerus repair 5 CMS N/A
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CcPT® ANES BASE MAX FEE OR CPT® ANES BASE MAX FEE OR
CODE ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE CODE ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE
01756  Anesth, radical humerus surg 6 CMS N/A 01967  Anesth/analg, vag delivery 5 CMS N/A
01758  Anesth, humeral lesion surg 5 CMS N/A 01968  Anes/analg cs deliver add-on 3 ASA N/A
01760  Anesth, elbow replacement 7 CMS N/A 01969  Anesth/analg cs hyst add-on 5 CMS N/A
01770  Anesth, uppr arm artery surg 6 CMS N/A 01990  Support for organ donor 7 CMS N/A
01772  Anesth, uppr arm embolectomy 6 CMS N/A 01995  Regional anesthesia, limb 5 CMS N/A
01780  Anesth, upper arm vein surg 3 CMS N/A 01996  Manage daily drug therapy N/A N/A $44.95
01782  Anesth, uppr arm vein repair 4 CMS N/A 01999  Unlisted anesth procedure N/A N/A By Report
01810  Anesth, lower arm surgery 3 CMS N/A

01820  Anesth, lower arm procedure 3 CMS N/A

01830  Anesth, lower arm surgery 3 CMS N/A ASA ANES BASE MAX FEE OR
01832  Anesth, wrist replacement 6 CMS N/A CODE* ABBREVIATED DESCRIPTION BASE SOURCE COVERAGE
01840  Anesth, lwr arm artery surg 6 CMS N/A 02100  Anesthesia for nerve blocks 3 ASA N/A
01842  Anesth, lwr arm embolectomy 6 CMS N/A 02101 Anesthesia for nerve blocks 5 ASA N/A
01844 Anesth, vascular shunt surg 6 CMS N/A * ASA Codes are copyright 2002 American Society of Anesthesiologists.

01850  Anesth, lower arm vein surg 3 CMS N/A

01852  Anesth, lwr arm vein repair 4 CMS N/A

01860  Anesth, lower arm casting 3 CMS N/A

01905  Anes, spine inject, x-ray/repair 5 CMS N/A

01916  Anesth, head arteriogram 5 CMS N/A

01920 Anesth, catheterize heart 7 CMS N/A

01922 Anesth, cat or MRI scan 7 ASA N/A

01924 Anes, ther interven rad, art 6 ASA N/A

01925  Anes, ther interven rad, car 8 ASA N/A

01926  Anes, tx interv rad hrt/cran 10 ASA N/A

01930  Anes, ther interven rad, vein 5 CMS N/A

01931  Anes, ther interven rad, tips 7 CMS N/A

01932  Anes, tx interv rad, th vein 7 ASA N/A

01933  Anes, txinterv rad, cran v 8 ASA N/A

01951 Anesth, burn, less 1 percent 3 CMS N/A

01952  Anesth, burn, 1-9 percent 5 CMS N/A

01953  Anesth, burn, each 9 percent N/A N/A $41.70

01960  Anesth, vaginal delivery 5 CMS N/A

01961 Anesth, cs delivery 7 CMS N/A

01962  Anesth, emer hysterectomy 8 CMS N/A

01963  Anesth, cs hysterectomy 10 ASA N/A

01964  Anesth, abortion procedures 4 CMS N/A
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Evaluation and Management Effective July 1, 2002

DOLLAR VALUE MODIFIERS

CPT" NON-FACILITY  FACILITY FOL PREOP INTRAOP POSTOP PCTC MSI BSI ASI CSI TSI ENDO

CODE ABBREVIATED DESCRIPTION SETTING SETTING upP (-56) (-54) (-55) (26/TC) (-51) (-50) (-80) (-62) (-66) BASE FSI
99201 Office/outpatient visit, new $47.48 $31.32 0 0% 0% 0% 0 0 0 0 0 0 R
99202 Office/outpatient visit, new $85.36 $62.63 0 0% 0% 0% 0 0 0 0 0 0 R
99203 Office/outpatient visit, new $127.29 $95.46 0 0% 0% 0% 0 0 0 0 0 0 R
99204 Office/outpatient visit, new $180.83 $141.43 0 0% 0% 0% 0 0 0 0 0 0 R
99205 Office/outpatient visit, new $229.82 $188.40 0 0% 0% 0% 0 0 0 0 0 0 R
99211 Office/outpatient visit, est $28.29 $12.12 0 0% 0% 0% 0 0 0 0 0 0 R
99212 Office/outpatient visit, est $50.51 $31.82 0 0% 0% 0% 0 0 0 0 0 0 R
99213 Office/outpatient visit, est $69.70 $46.97 0 0% 0% 0% 0 0 0 0 0 0 R
99214 Office/outpatient visit, est $109.61 $77.28 0 0% 0% 0% 0 0 0 0 0 0 R
99215 Office/outpatient visit, est $160.62 $124.76 0 0% 0% 0% 0 0 0 0 0 0 R
99217 Observation care discharge $88.90 $88.90 0 0% 0% 0% 0 0 0 0 0 0 R
99218 Observation care $88.90 $88.90 0 0% 0% 0% 0 0 0 0 0 0 R
99219 Observation care $148.50 $148.50 0 0% 0% 0% 0 0 0 0 0 0 R
99220 Observation care $208.10 $208.10 0 0% 0% 0% 0 0 0 0 0 0 R
99221 Initial hospital care $89.91 $89.91 0 0% 0% 0% 0 0 0 0 0 0 R
99222 Initial hospital care $149.51 $149.51 0 0% 0% 0% 0 0 0 0 0 0 R
99223 Initial hospital care $208.61 $208.61 0 0% 0% 0% 0 0 0 0 0 0 R
99231 Subsequent hospital care $44.95 $44.95 0 0% 0% 0% 0 0 0 0 0 0 R
99232 Subsequent hospital care $74.25 $74.25 0 0% 0% 0% 0 0 0 0 0 0 R
99233 Subsequent hospital care $105.57 $105.57 0 0% 0% 0% 0 0 0 0 0 0 R
99234 Observ/hosp same date $179.82 $179.82 0 0% 0% 0% 0 0 0 0 0 0 R
99235 Observ/hosp same date $237.90 $237.90 0 0% 0% 0% 0 0 0 0 0 0 R
99236 Observ/hosp same date $295.99 $295.99 0 0% 0% 0% 0 0 0 0 0 0 R
99238 Hospital discharge day $91.42 $91.42 0 0% 0% 0% 0 0 0 0 0 0 R
99239 Hospital discharge day $125.77 $125.77 0 0% 0% 0% 0 0 0 0 0 0 R
99241 Office consultation $65.16 $45.96 0 0% 0% 0% 0 0 0 0 0 0 R
99242 Office consultation $120.72 $93.44 0 0% 0% 0% 0 0 0 0 0 0 R
99243 Office consultation $160.62 $124.25 0 0% 0% 0% 0 0 0 0 0 0 R
99244 Office consultation $227.29 $183.86 0 0% 0% 0% 0 0 0 0 0 0 R
99245 Office consultation $294.47 $243.96 0 0% 0% 0% 0 0 0 0 0 0 R
99251 Initial inpatient consult $47.98 $47.98 0 0% 0% 0% 0 0 0 0 0 0 R
99252 Initial inpatient consult $95.97 $95.97 0 0% 0% 0% 0 0 0 0 0 0 R
99253 Initial inpatient consult $131.33 $131.33 0 0% 0% 0% 0 0 0 0 0 0 R
99254 Initial inpatient consult $188.91 $188.91 0 0% 0% 0% 0 0 0 0 0 0 R
99255 Initial inpatient consult $260.13 $260.13 0 0% 0% 0% 0 0 0 0 0 0 R
99261 Follow-up inpatient consult $29.80 $29.80 0 0% 0% 0% 0 0 0 0 0 0 R
99262 Follow-up inpatient consult $60.11 $60.11 0 0% 0% 0% 0 0 0 0 0 0 R
99263 Follow-up inpatient consult $89.40 $89.40 0 0% 0% 0% 0 0 0 0 0 0 R
99271 Confirmatory consultation $58.09 $32.33 0 0% 0% 0% 0 0 0 0 0 0 R
99272 Confirmatory consultation $89.91 $60.61 0 0% 0% 0% 0 0 0 0 0 0 R
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99273 Confirmatory consultation $119.71 $86.37 0 0% 0% 0% 0 0 0 0 0 0 R
99274 Confirmatory consultation $162.14 $124.76 0 0% 0% 0% 0 0 0 0 0 0 R
99275 Confirmatory consultation $205.07 $164.16 0 0% 0% 0% 0 0 0 0 0 0 R
99281 Emergency dept visit $21.72 $21.72 0 0% 0% 0% 0 0 0 0 0 0 R
99282 Emergency dept visit $36.37 $36.37 0 0% 0% 0% 0 0 0 0 0 0 R
99283 Emergency dept visit $81.32 $81.32 0 0% 0% 0% 0 0 0 0 0 0 R
99284 Emergency dept visit $127.29 $127.29 0 0% 0% 0% 0 0 0 0 0 0 R
99285 Emergency dept visit $198.50 $198.50 0 0% 0% 0% 0 0 0 0 0 0 R
99288 Direct advanced life support $30.31 $30.31 0 0% 0% 0% 9 9 9 9 9 9 R
99289 Pt transport, 30-74 min By Report By Report 0 0% 0% 0% 9 9 9 9 9 9 N
99290 Pt transport, addl 30 min By Report By Report 0 0% 0% 0% 9 9 9 9 9 9 N
99291 Critical care, first hour $288.41 $273.76 0 0% 0% 0% 0 0 0 0 0 0 R
99292 Critical care, addl 30 min $149.51 $136.38 0 0% 0% 0% 0 0 0 0 0 0 R
99295 Neonatal critical care Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99296 Neonatal critical care Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99297 Neonatal critical care Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99298 Neonatal critical care Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99301 Nursing facility care $97.48 $82.84 0 0% 0% 0% 0 0 0 0 0 0 R
99302 Nursing facility care $132.34 $111.63 0 0% 0% 0% 0 0 0 0 0 0 R
99303 Nursing facility care $164.66 $138.40 0 0% 0% 0% 0 0 0 0 0 0 R
99311 Nursing fac care, subseq $55.56 $41.42 0 0% 0% 0% 0 0 0 0 0 0 R
99312 Nursing fac care, subseq $85.87 $69.20 0 0% 0% 0% 0 0 0 0 0 0 R
99313 Nursing fac care, subseq $117.18 $97.99 0 0% 0% 0% 0 0 0 0 0 0 R
99315 Nursing fac discharge day $95.97 $78.29 0 0% 0% 0% 0 0 0 0 0 0 R
99316 Nursing fac discharge day $125.26 $104.05 0 0% 0% 0% 0 0 0 0 0 0 R
99321 Rest home visit, new patient $61.12 $61.12 0 0% 0% 0% 0 0 0 0 0 0 R
99322 Rest home visit, new patient $87.38 $87.38 0 0% 0% 0% 0 0 0 0 0 0 R
99323 Rest home visit, new patient $113.14 $113.14 0 0% 0% 0% 0 0 0 0 0 0 R
99331 Rest home visit, est pat $54.55 $54.55 0 0% 0% 0% 0 0 0 0 0 0 R
99332 Rest home visit, est pat $71.22 $71.22 0 0% 0% 0% 0 0 0 0 0 0 R
99333 Rest home visit, est pat $88.39 $88.39 0 0% 0% 0% 0 0 0 0 0 0 R
99341 Home visit, new patient $80.82 $80.82 0 0% 0% 0% 0 0 0 0 0 0 R
99342 Home visit, new patient $122.23 $122.23 0 0% 0% 0% 0 0 0 0 0 0 R
99343 Home visit, new patient $181.84 $181.84 0 0% 0% 0% 0 0 0 0 0 0 R
99344 Home visit, new patient $235.38 $235.38 0 0% 0% 0% 0 0 0 0 0 0 R
99345 Home visit, new patient $288.92 $288.92 0 0% 0% 0% 0 0 0 0 0 0 R
99347 Home visit, est patient $64.15 $64.15 0 0% 0% 0% 0 0 0 0 0 0 R
99348 Home visit, est patient $102.54 $102.54 0 0% 0% 0% 0 0 0 0 0 0 R
99349 Home visit, est patient $158.60 $158.60 0 0% 0% 0% 0 0 0 0 0 0 R
99350 Home visit, est patient $230.33 $230.33 0 0% 0% 0% 0 0 0 0 0 0 R
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99354 Prolonged service, office $165.17 $124.76 0 0% 0% 0% 0 0 0 0 0 0 R
99355 Prolonged service, office $154.06 $123.75 0 0% 0% 0% 0 0 0 0 0 0 R
99356 Prolonged service, inpatient $119.20 $119.20 0 0% 0% 0% 0 0 0 0 0 0 R
99357 Prolonged service, inpatient $120.21 $120.21 0 0% 0% 0% 0 0 0 0 0 0 R
99358 Prolonged serv, w/o contact Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
99359 Prolonged serv, w/o contact Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
99360 Physician standby services $60.61 $60.61 0 0% 0% 0% 9 9 9 9 9 9 R
99361 Physician/team conference $89.91 $62.13 0 0% 0% 0% 9 9 9 9 9 9 R
99362 Physician/team conference $160.62 $124.76 0 0% 0% 0% 9 9 9 9 9 9 R
99371 Physician phone consultation $14.14 $9.60 0 0% 0% 0% 9 9 9 9 9 9 R
99372 Physician phone consultation $27.78 $18.69 0 0% 0% 0% 9 9 9 9 9 9 R
99373 Physician phone consultation $41.92 $28.29 0 0% 0% 0% 9 9 9 9 9 9 R
99374 Home health care supervision Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
99375 Home health care supervision $169.21 $169.21 0 0% 0% 0% 0 0 0 0 0 0 R
99377 Hospice care supervision Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
99378 Hospice care supervision $189.41 $189.41 0 0% 0% 0% 0 0 0 0 0 0 R
99379 Nursing fac care supervision Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
99380 Nursing fac care supervision $176.28 $123.75 0 0% 0% 0% 9 9 9 9 9 9 R
99381 Prev visit, new, infant Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99382 Prev visit, new, age 1-4 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99383 Prev visit, new, age 5-11 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99384 Prev visit, new, age 12-17 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99385 Prev visit, new, age 18-39 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99386 Prev visit, new, age 40-64 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99387 Prev visit, new, 65 & over Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99391 Prev visit, est, infant Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99392 Prev visit, est, age 1-4 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99393 Prev visit, est, age 5-11 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99394 Prev visit, est, age 12-17 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99395 Prev visit, est, age 18-39 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99396 Prev visit, est, age 40-64 Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99397 Prev visit, est, 65 & over Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99401 Preventive counseling, indiv Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99402 Preventive counseling, indiv Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99403 Preventive counseling, indiv Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99404 Preventive counseling, indiv Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99411 Preventive counseling, group Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99412 Preventive counseling, group Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99420 Health risk assessment test Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99429 Unlisted preventive service Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
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99431 Initial care, normal newborn Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99432 Newborn care, not in hosp Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99433 Normal newborn care/hospital Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99435 Newborn discharge day hosp Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99436 Attendance, birth Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99440 Newborn resuscitation Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99450 Life/disability evaluation Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
99455 Disability examination Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99456 Disability examination Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
99499 Unlisted e&m service By Report By Report 0 0% 0% 0% 0 0 0 0 0 0 N
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Surgery Effective July 1, 2002

DOLLAR VALUE MODIFIERS

CPT" NON-FACILITY  FACILITY FOL PREOP INTRAOP POSTOP PCTC MSI BSI ASI CSI TSI ENDO
CODE ABBREVIATED DESCRIPTION SETTING SETTING upP (-56) (-54) (-55) (26/TC) (-51) (-50) (-80) (-62) (-66) BASE FSI
10021 Fna w/o image Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
10022 Fna w/image Not Covered Not Covered 0 0% 0% 0% 0 0 0 0 0 0 X
10040 Acne surgery $112.13 $88.39 10 10% 80% 10% 0 2 0 1 0 0 R
10060 Drainage of skin abscess $138.90 $97.48 10 10% 80% 10% 0 2 0 1 0 0 R
10061 Drainage of skin abscess $222.75 $202.04 10 10% 80% 10% 0 2 0 1 0 0 R
10080 Drainage of pilonidal cyst $173.25 $100.51 10 10% 80% 10% 0 2 0 1 0 0 R
10081 Drainage of pilonidal cyst $284.37 $212.14 10 10% 80% 10% 0 2 0 1 0 0 R
10120 Remove foreign body $142.44 $83.34 10 10% 80% 10% 0 2 0 1 0 0 R
10121 Remove foreign body $297.00 $237.90 10 10% 80% 10% 0 2 0 1 0 0 R
10140 Drainage of hematoma/fluid $161.13 $128.30 10 10% 80% 10% 0 2 0 1 0 0 R
10160 Puncture drainage of lesion $102.03 $86.37 10 10% 80% 10% 0 2 0 1 0 0 R
10180 Complex drainage, wound $199.51 $190.42 10 10% 80% 10% 0 2 0 1 0 0 R
11000 Debride infected skin $65.66 $44.45 0 0% 0% 0% 0 2 0 1 0 0 R
11001 Debride infected skin add-on $34.85 $21.21 0 0% 0% 0% 0 0 0 1 0 0 R
11010 Debride skin, fx $357.11 $334.88 10 10% 80% 10% 0 2 2 1 0 0 R
11011 Debride skin/muscle, fx $467.72 $405.60 0 0% 0% 0% 0 2 2 1 0 0 R
11012 Debride skin/muscle/bone, fx $661.18 $601.07 0 0% 0% 0% 0 2 2 1 0 0 R
11040 Debride skin, partial $55.06 $38.39 0 0% 0% 0% 0 2 0 1 0 0 R
11041 Debride skin, full $79.30 $61.62 0 0% 0% 0% 0 2 0 1 0 0 R
11042 Debride skin/tissue $113.65 $84.35 0 0% 0% 0% 0 2 0 1 0 0 R
11043 Debride tissue/muscle $267.20 $201.03 10 10% 80% 10% 0 2 0 1 0 0 R
11044 Debride tissue/muscle/bone $334.88 $261.14 10 10% 80% 10% 0 2 0 1 0 0 R
11055 Trim skin lesion $48.99 $31.82 0 0% 0% 0% 0 2 0 1 0 0 R
11056 Trim skin lesions, 2 to 4 $61.62 $44.95 0 0% 0% 0% 0 2 0 1 0 0 R
11057 Trim skin lesions, over 4 $74.75 $58.59 0 0% 0% 0% 0 2 0 1 0 0 R
11100 Biopsy of skin lesion $118.19 $61.62 0 0% 0% 0% 0 2 0 1 0 0 R
11101 Biopsy, skin add-on $57.58 $31.32 0 0% 0% 0% 0 0 0 1 0 0 R
11200 Removal of skin tags $101.53 $56.57 10 10% 80% 10% 0 2 0 1 0 0 R
11201 Remove skin tags add-on $42.43 $21.21 0 0% 0% 0% 0 0 0 1 0 0 R
11300 Shave skin lesion $80.31 $37.88 0 0% 0% 0% 0 2 0 0 0 0 R
11301 Shave skin lesion $101.02 $64.15 0 0% 0% 0% 0 2 0 0 0 0 R
11302 Shave skin lesion $116.17 $79.30 0 0% 0% 0% 0 2 0 0 0 0 R
11303 Shave skin lesion $133.85 $92.43 0 0% 0% 0% 0 2 0 0 0 0 R
11305 Shave skin lesion $74.25 $50.00 0 0% 0% 0% 0 2 0 0 0 0 R
11306 Shave skin lesion $103.55 $73.74 0 0% 0% 0% 0 2 0 0 0 0 R
11307 Shave skin lesion $117.69 $84.86 0 0% 0% 0% 0 2 0 0 0 0 R
11308 Shave skin lesion $138.90 $105.06 0 0% 0% 0% 0 2 0 0 0 0 R
11310 Shave skin lesion $96.98 $55.56 0 0% 0% 0% 0 2 0 0 0 0 R
11311 Shave skin lesion $117.69 $80.31 0 0% 0% 0% 0 2 0 0 0 0 R
11312 Shave skin lesion $129.81 $91.93 0 0% 0% 0% 0 2 0 0 0 0 R
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11313 Shave skin lesion $167.69 $122.23 0 0% 0% 0% 0 2 0 0 0 0 R
11400 Removal of skin lesion $133.85 $66.17 10 10% 80% 10% 0 2 0 1 0 0 R
11401 Removal of skin lesion $163.15 $96.47 10 10% 80% 10% 0 2 0 1 0 0 R
11402 Removal of skin lesion $218.71 $135.37 10 10% 80% 10% 0 2 0 1 0 0 R
11403 Removal of skin lesion $247.50 $159.61 10 10% 80% 10% 0 2 0 1 0 0 R
11404 Removal of skin lesion $271.24 $177.80 10 10% 80% 10% 0 2 0 1 0 0 R
11406 Removal of skin lesion $317.71 $219.72 10 10% 80% 10% 0 2 0 1 0 0 R
11420 Removal of skin lesion $133.85 $78.80 10 10% 80% 10% 0 2 0 1 0 0 R
11421 Removal of skin lesion $174.76 $113.65 10 10% 80% 10% 0 2 0 1 0 0 R
11422 Removal of skin lesion $226.28 $148.50 10 10% 80% 10% 0 2 0 1 0 0 R
11423 Removal of skin lesion $269.22 $179.31 10 10% 80% 10% 0 2 0 1 0 0 R
11424 Removal of skin lesion $302.55 $212.14 10 10% 80% 10% 0 2 0 1 0 0 R
11426 Removal of skin lesion $397.01 $299.02 10 10% 80% 10% 0 2 0 1 0 0 R
11440 Removal of skin lesion $176.28 $87.89 10 10% 80% 10% 0 2 0 1 0 0 R
11441 Removal of skin lesion $211.64 $122.74 10 10% 80% 10% 0 2 0 1 0 0 R
11442 Removal of skin lesion $247.50 $165.17 10 10% 80% 10% 0 2 0 1 0 0 R
11443 Removal of skin lesion $305.59 $215.17 10 10% 80% 10% 0 2 0 1 0 0 R
11444 Removal of skin lesion $380.85 $286.90 10 10% 80% 10% 0 2 0 1 0 0 R
11446 Removal of skin lesion $459.64 $368.22 10 10% 80% 10% 0 2 0 1 0 0 R
11450 Removal, sweat gland lesion $361.15 $199.51 90 10% 71% 19% 0 2 0 1 0 0 R
11451 Removal, sweat gland lesion $479.84 $280.84 90 10% 71% 19% 0 2 0 0 0 0 R
11462 Removal, sweat gland lesion $355.09 $184.36 90 10% 71% 19% 0 2 0 0 0 0 R
11463 Removal, sweat gland lesion $502.57 $298.51 a0 10% 71% 19% 0 2 0 0 0 0 R
11470 Removal, sweat gland lesion $428.32 $238.41 90 10% 71% 19% 0 2 0 1 0 0 R
11471 Removal, sweat gland lesion $519.24 $325.28 90 10% 71% 19% 0 2 0 0 0 0 R
11600 Removal of skin lesion $200.52 $129.31 10 10% 80% 10% 0 2 0 1 0 0 R
11601 Removal of skin lesion $229.82 $170.72 10 10% 80% 10% 0 2 0 1 0 0 R
11602 Removal of skin lesion $245.48 $180.83 10 10% 80% 10% 0 2 0 1 0 0 R
11603 Removal of skin lesion $273.26 $200.02 10 10% 80% 10% 0 2 0 1 0 0 R
11604 Removal of skin lesion $303.06 $215.68 10 10% 80% 10% 0 2 0 1 0 0 R
11606 Removal of skin lesion $380.85 $276.79 10 10% 80% 10% 0 2 0 1 0 0 R
11620 Removal of skin lesion $196.48 $126.27 10 10% 80% 10% 0 2 0 1 0 0 R
11621 Removal of skin lesion $233.86 $175.27 10 10% 80% 10% 0 2 0 1 0 0 R
11622 Removal of skin lesion $269.22 $204.57 10 10% 80% 10% 0 2 0 1 0 0 R
11623 Removal of skin lesion $322.76 $249.52 10 10% 80% 10% 0 2 0 1 0 0 R
11624 Removal of skin lesion $371.25 $287.40 10 10% 80% 10% 0 2 0 1 0 0 R
11626 Removal of skin lesion $457.62 $360.14 10 10% 80% 10% 0 2 0 1 0 0 R
11640 Removal of skin lesion $208.61 $146.48 10 10% 80% 10% 0 2 0 1 0 0 R
11641 Removal of skin lesion $277.81 $218.71 10 10% 80% 10% 0 2 0 1 0 0 R
11642 Removal of skin lesion $325.79 $257.10 10 10% 80% 10% 0 2 0 1 0 0 R

CPT codes and descriptions only are copyright 2001 American Medical Association Refer to Key for field indicator descriptions Page 246




Surgery

Effective July 1, 2002

DOLLAR VALUE

MODIFIERS

CPT" NON-FACILITY  FACILITY FOL PREOP INTRAOP POSTOP PCTC MSI BSI ASI CSI TSI ENDO
CODE ABBREVIATED DESCRIPTION SETTING SETTING upP (-56) (-54) (-55) (26/TC) (-51) (-50) (-80) (-62) (-66) BASE FSI
11643 Removal of skin lesion $379.84 $303.06 10 10% 80% 10% 0 2 0 1 0 0 R
11644 Removal of skin lesion $485.91 $390.95 10 10% 80% 10% 0 2 0 1 0 0 R
11646 Removal of skin lesion $605.61 $508.13 10 10% 80% 10% 0 2 0 1 0 0 R
11719 Trim nail(s) $21.72 $12.63 0 0% 0% 0% 0 2 0 1 0 0 R
11720 Debride nail, 1-5 $34.35 $23.23 0 0% 0% 0% 0 0 0 1 0 0 R
11721 Debride nail, 6 or more $51.02 $39.90 0 0% 0% 0% 0 0 0 1 0 0 R
11730 Removal of nail plate $102.54 $83.34 0 0% 0% 0% 0 2 0 1 0 0 R
11732 Remove nail plate, add-on $45.96 $42.93 0 0% 0% 0% 0 0 0 1 0 0 R
11740 Drain blood from under nail $61.12 $26.77 0 0% 0% 0% 0 2 0 1 0 0 R
11750 Removal of nail bed $188.40 $138.90 10 10% 80% 10% 0 2 0 1 0 0 R
11752 Remove nail bed/finger tip $258.61 $236.89 10 10% 80% 10% 0 2 0 1 0 0 R
11755 Biopsy, nail unit $123.75 $98.49 0 0% 0% 0% 0 2 0 0 0 0 R
11760 Repair of nail bed $177.80 $151.02 10 10% 80% 10% 0 2 0 1 0 0 R
11762 Reconstruction of nail bed $273.76 $256.59 10 10% 80% 10% 0 2 0 1 0 0 R
11765 Excision of nail fold, toe $94.45 $62.63 10 10% 80% 10% 0 2 0 1 0 0 R
11770 Removal of pilonidal lesion $298.51 $204.06 10 10% 80% 10% 0 2 0 1 0 0 R
11771 Removal of pilonidal lesion $605.11 $513.69 90 10% 71% 19% 0 2 0 1 0 0 R
11772 Removal of pilonidal lesion $730.88 $602.58 90 10% 71% 19% 0 2 0 1 0 0 R
11900 Injection into skin lesions $66.17 $38.39 0 0% 0% 0% 0 2 0 1 0 0 R
11901 Added skin lesions injection $86.37 $60.61 0 0% 0% 0% 0 2 0 1 0 0 R
11920 Correct skin color defects $202.04 $128.80 0 0% 0% 0% 0 2 0 0 0 0 R
11921 Correct skin color defects $246.49 $157.09 0 0% 0% 0% 0 2 0 0 0 0 R
11922 Correct skin color defects $46.97 $39.90 0 0% 0% 0% 0 0 0 0 0 0 R
11950 Therapy for contour defects $107.08 $68.19 0 0% 0% 0% 0 2 0 0 0 0 R
11951 Therapy for contour defects $138.40 $88.39 0 0% 0% 0% 0 2 0 0 0 0 R
11952 Therapy for contour defects $175.27 $123.75 0 0% 0% 0% 0 2 0 0 0 0 R
11954 Therapy for contour defects $233.86 $149.51 0 0% 0% 0% 0 2 0 0 0 0 R
11960 Insert tissue expander(s) $1,077.88 $1,077.88 90 10% 71% 19% 0 2 0 1 0 0 R
11970 Replace tissue expander $646.53 $646.53 90 10% 71% 19% 0 2 0 1 0 0 R
11971 Remove tissue expander(s) $426.30 $322.76 90 10% 71% 19% 0 2 0 0 0 0 R
11975 Insert contraceptive cap Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
11976 Removal of contraceptive cap Not Covered Not Covered 0 0% 0% 0% 0 2 0 0 0 0 X
11977 Removal/reinsert contra cap Not Covered Not Covered 0 0% 0% 0% 9 9 9 9 9 9 X
11980 Implant hormone pellet(s) Not Covered Not Covered 0 0% 0% 0% 0 2 0 1 0 0 X
11981 Insert drug implant device Not Covered Not Covered 0 0% 0% 0% 0 2 0 0 0 0 X
11982 Remove drug implant device Not Covered Not Covered 0 0% 0% 0% 0 2 0 0 0 0 X
11983 Remove/insert drug implant Not Covered Not Covered 0 0% 0% 0% 0 2 0 0 0 0 X
12001 Repair superficial wound(s) $199.01 $112.64 10 10% 80% 10% 0 2 0 1 0 0 R
12002 Repair superficial wound(s) $211.64 $147.49 10 10% 80% 10% 0 2 0 1 0 0 R
12004 Repair superficial wound(s) $244 .97 $173.25 10 10% 80% 10% 0 2 0 1 0 0 R
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12005 Repair superficial wound(s) $307.10 $215.68 10 10% 80% 10% 0 2 0 1 0 0 R
12006 Repair superficial wound(s) $378.82 $276.79 10 10% 80% 10% 0 2 0 1 0 0 R
12007 Repair superficial wound(s) $437.92 $315.18 10 10% 80% 10% 0 2 0 1 1 0 R
12011 Repair superficial wound(s) $211.13 $116.68 10 10% 80% 10% 0 2 0 1 0 0 R
12013 Repair superficial wound(s) $230.83 $156.58 10 10% 80% 10% 0 2 0 1 0 0 R
12014 Repair superficial wound(s) $268.71 $186.89 10 10% 80% 10% 0 2 0 1 0 0 R
12015 Repair superficial wound(s) $341.45 $235.88 10 10% 80% 10% 0 2 0 1 0 0 R
12016 Repair superficial wound(s) $407.62 $289.93 10 10% 80% 10% 0 2 0 1 0 0 R
12017 Repair superficial wound(s) $349.53 $349.53 10 10% 80% 10% 0 2 0 0 0 0 R
12018 Repair superficial wound(s) $406.10 $406.10 10 10% 80% 10% 0 2 0 2 1 0 R
12020 Closure of split wound $268.71 $214.16 10 10% 80% 10% 0 2 0 1 0 0 R
12021 Closure of split wound $183.86 $151.53 10 10% 80% 10% 0 2 0 1 0 0 R
12031 Layer closure of wound(s) $226.28 $154.56 10 10% 80% 10% 0 2 0 1 0 0 R
12032 Layer closure of wound(s) $274.27 $199.01 10 10% 80% 10% 0 2 0 1 0 0 R
12034 Layer closure of wound(s) $313.67 $231.34 10 10% 80% 10% 0 2 0 1 0 0 R
12035 Layer closure of wound(s) $346.50 $271.74 10 10% 80% 10% 0 2 0 1 0 0 R
12036 Layer closure of wound(s) $490.96 $346.50 10 10% 80% 10% 0 2 0 1 0 0 R
12037 Layer closure of wound(s) $537.43 $399.03 10 10% 80% 10% 0 2 0 0 1 0 R
12041 Layer closure of wound(s) $248.00 $169.71 10 10% 80% 10% 0 2 0 1 0 0 R
12042 Layer closure of wound(s) $298.51 $219.72 10 10% 80% 10% 0 2 0 1 0 0 R
12044 Layer closure of wound(s) $330.84 $251.54 10 10% 80% 10% 0 2 0 1 0 0 R
12045 Layer closure of wound(s) $376.30 $293.97 10 10% 80% 10% 0 2 0 1 0 0 R
12046 Layer closure of wound(s) $547.02 $362.16 10 10% 80% 10% 0 2 0 0 0 0 R
12047 Layer closure of wound(s) $616.73 $394.48 10 10% 80% 10% 0 2 0 2 1 0 R
12051 Layer closure of wound(s) $288.41 $206.08 10 10% 80% 10% 0 2 0 1 0 0 R
12052 Layer closure of wound(s) $298.51 $220.22 10 10% 80% 10% 0 2 0 1 0 0 R
12053 Layer closure of wound(s) $327.30 $246.99 10 10% 80% 10% 0 2 0 1 0 0 R
12054 Layer closure of wound(s) $362.66 $270.73 10 10% 80% 10% 0 2 0 1 0 0 R
12055 Layer closure of wound(s) $464.69 $351.04 10 10% 80% 10% 0 2 0 1 0 0 R
12056 Layer closure of wound(s) $652.08 $445.50 10 10% 80% 10% 0 2 0 0 0 0 R
12057 Layer closure of wound(s) $639.96 $504.59 10 10% 80% 10% 0 2 0 2 1 0 R
13100 Repair of wound or lesion $337.41 $262.65 10 10% 80% 10% 0 2 0 1 0 0 R
13101 Repair of wound or lesion $387.92 $326.80 10 10% 80% 10% 0 2 0 1 0 0 R
13102 Repair wound/lesion add-on $104.05 $96.47 0 0% 0% 0% 0 0 0 1 0 0 R
13120 Repair of wound or lesion $351.55 $273.76 10 10% 80% 10% 0 2 0 1 0 0 R
13121 Repair of wound or lesion $422.26 $355.09 10 10% 80% 10% 0 2 0 1 0 0 R
13122 Repair wound/lesion add-on $122.23 $111.12 0 0% 0% 0% 0 0 0 1 0 0 R
13131 Repair of wound or lesion $390.95 $316.70 10 10% 80% 10% 0 2 0 1 0 0 R
13132 Repair of wound or lesion $543.49 $482.37 10 10% 80% 10% 0 2 0 1 0 0 R
13133 Repair wound/lesion add-on $178.81 $171.23 0 0% 0% 0% 0 0 0 1 0 0 R
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13150 Repair of wound or lesion $466.71 $342.46 10 10% 80% 10% 0 2 0 1 0 0 R
13151 Repair of wound or lesion $492.47 $396.50 10 10% 80% 10% 0 2 0 1 0 0 R
13152 Repair of wound or lesion $626.32 $542.98 10 10% 80% 10% 0 2 0 1 0 0 R
13153 Repair wound/lesion add-on $196.48 $187.39 0 0% 0% 0% 0 0 0 1 0 0 R
13160 Late closure of wound $901.10 $901.10 90 10% 71% 19% 0 2 0 1 0 0 R
14000 Skin tissue rearrangement $699.56 $559.15 90 10% 71% 19% 0 2 0 1 0 0 R
14001 Skin tissue rearrangement $894.03 $764.72 90 10% 71% 19% 0 2 0 1 0 0 R
14020 Skin tissue rearrangement $760.18 $632.89 90 10% 71% 19% 0 2 0 1 0 0 R
14021 Skin tissue rearrangement $1,004.64 $906.65 90 10% 71% 19% 0 2 0 1 0 0 R
14040 Skin tissue rearrangement $832.40 $734.42 90 10% 71% 19% 0 2 0 1 0 0 R
14041 Skin tissue rearrangement $1,106.67 $1,018.28 90 10% 71% 19% 0 2 0 1 0 0 R
14060 Skin tissue rearrangement $889.48 $812.20 90 10% 71% 19% 0 2 0 1 0 0 R
14061 Skin tissue rearrangement $1,198.10 $1,107.68 90 10% 71% 19% 0 2 0 1 0 0 R
14300 Skin tissue rearrangement $1,139.00 $1,065.76 90 10% 71% 19% 0 2 0 1 0 0 R
14350 Skin tissue rearrangement $854.12 $854.12 90 10% 71% 19% 0 2 0 0 0 0 R
15000 Skin graft $342.96 $312.15 0 0% 0% 0% 0 0 0 1 0 0 R
15001 Skin graft add-on $86.88 $76.27 0 0% 0% 0% 0 0 0 2 0 0 R
15050 Skin pinch graft $487.42 $443.48 90 10% 71% 19% 0 2 0 1 0 0 R
15100 Skin split graft $809.68 $809.17 90 10% 71% 19% 0 2 0 1 0 0 R
15101 Skin split graft add-on $164.66 $131.83 0 0% 0% 0% 0 0 0 1 0 0 R
15120 Skin split graft $965.75 $881.40 90 10% 71% 19% 0 2 0 1 0 0 R
15121 Skin split graft add-on $237.40 $207.09 0 0% 0% 0% 0 0 0 1 1 0 R
15200 Skin full graft $935.95 $718.25 90 10% 71% 19% 0 2 0 1 0 0 R
15201 Skin full graft add-on $122.74 $106.07 0 0% 0% 0% 0 0 0 0 0 0 R
15220 Skin full graft $899.08 $750.58 90 10% 71% 19% 0 2 0 1 0 0 R
15221 Skin full graft add-on $111.12 $94.96 0 0% 0% 0% 0 0 0 1 0 0 R
15240 Skin full graft $942.52 $853.62 90 10% 71% 19% 0 2 0 1 0 0 R
15241 Skin full graft add-on $174.76 $147.99 0 0% 0% 0% 0 0 0 1 0 0 R
15260 Skin full graft $987.47 $922.82 90 10% 71% 19% 0 2 0 1 0 0 R
15261 Skin full graft add-on $199.51 $177.29 0 0% 0% 0% 0 0 0 1 0 0 R
15342 Cultured skin graft, 25 cm $164.66 $106.58 10 10% 80% 10% 0 2 0 1 0 0 R
15343 Culture skn graft addl 25 cm $34.85 $18.18 0 0% 0% 0% 0 0 0 1 0 0 R
15350 Skin homograft $613.70 $432.37 90 10% 71% 19% 0 2 0 1 0 0 R
15351 Skin homograft add-on $97.99 $75.77 0 0% 0% 0% 0 0 0 1 0 0 R
15400 Skin heterograft $465.20 $465.20 90 10% 71% 19% 0 2 0 1 0 0 R
15401 Skin heterograft add-on $135.37 $78.29 0 0% 0% 0% 0 0 0 1 0 0 R
15570 Form skin pedicle flap $896.55 $823.82 90 10% 71% 19% 0 2 0 1 0 0 R
15572 Form skin pedicle flap $912.72 $823.82 90 10% 71% 19% 0 2 0 1 0 0 R
15574 Form skin pedicle flap $969.79 $894.53 90 10% 71% 19% 0 2 0 1 0 0 R
15576 Form skin pedicle flap $916.76 $797.05 90 10% 71% 19% 0 2 0 1 0 0 R
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15600 Skin graft $442.97 $231.34 90 10% 71% 19% 0 2 0 0 0 0 R
15610 Skin graft $432.37 $267.20 90 10% 71% 19% 0 2 0 0 0 0 R
15620 Skin graft $517.73 $338.92 90 10% 71% 19% 0 2 0 1 0 0 R
15630 Skin graft $485.40 $370.24 90 10% 71% 19% 0 2 0 1 0 0 R
15650 Transfer skin pedicle flap $503.08 $416.20 90 10% 71% 19% 0 2 0 0 0 0 R
15732 Muscle-skin graft, head/neck $1,544.60 $1,544.60 90 10% 71% 19% 0 2 0 2 1 0 R
15734 Muscle-skin graft, trunk $1,551.67 $1,551.67 90 10% 71% 19% 0 2 0 2 1 0 R
15736 Muscle-skin graft, arm $1,452.67 $1,452.67 90 10% 71% 19% 0 2 0 1 1 0 R
15738 Muscle-skin graft, leg $1,558.74 $1,558.74 90 10% 71% 19% 0 2 0 2 1 0 R
15740 Island pedicle flap graft $982.92 $904.63 90 10% 71% 19% 0 2 0 1 0 0 R
15750 Neurovascular pedicle graft $1,046.06 $1,046.06 a0 10% 71% 19% 0 2 0 2 0 0 R
15756 Free muscle flap, microvasc $3,032.62 $3,032.62 90 10% 71% 19% 0 2 0 2 2 0 R
15757 Free skin flap, microvasc $3,045.25 $3,045.25 90 10% 71% 19% 0 2 0 2 2 0 R
15758 Free fascial flap, microvasc $3,055.35 $3,055.35 90 10% 71% 19% 0 2 0 2 2 0 R
15760 Composite skin graft $938.48 $819.27 90 10% 71% 19% 0 2 0 1 0 0 R
15770 Derma-fat-fascia graft $720.27 $720.27 90 10% 71% 19% 0 2 0 2 1 0 R
15775 Hair transplant punch grafts $374.28 $296.49 0 0% 0% 0% 0 2 0 0 0 0 R
15776 Hair transplant punch grafts $503.58 $452.06 0 0% 0% 0% 0 2 0 0 0 0 R
15780 Abrasion treatment of skin $707.65 $693.50 90 10% 71% 19% 0 2 0 0 0 0 R
15781 Abrasion treatment of skin $517.22 $499.54 90 10% 71% 19% 0 2 0 1 0 0 R
15782 Abrasion treatment of skin $447.52 $432.87 90 10% 71% 19% 0 2 0 0 0 0 R
15783 Abrasion treatment of skin $480.86 $404.08 90 10% 71% 19% 0 2 0 0 0 0 R
15786 Abrasion, lesion, single $193.96 $171.73 10 10% 80% 10% 0 2 0 1 0 0 R
15787 Abrasion, lesions, add-on $37.38 $26.27 0 0% 0% 0% 0 0 0 1 0 0 R
15788 Chemical peel, face, epiderm $269.72 $163.65 90 10% 71% 19% 0 2 0 1 0 0 R
15789 Chemical peel, face, dermal $545.00 $426.30 90 10% 71% 19% 0 2 0 1 0 0 R
15792 Chemical peel, nonfacial $243.46 $180.32 90 10% 71% 19% 0 2 0 0 0 0 R
15793 Chemical peel, nonfacial $387.92 $387.92 90 10% 71% 19% 0 2 0 0 0 0 R
15810 Salabrasion $459.64 $459.64 90 10% 71% 19% 0 2 0 0 0 0 R
15811 Salabrasion $588.44 $548.54 90 10% 71% 19% 0 2 0 0 0 0 R
15819 Plastic surgery, neck $817.76 $817.76 90 10% 71% 19% 0 2 0 0 0 0 R
15820 Revision of lower eyelid $797.05 $633.40 90 10% 71% 19% 0 2 1 0 0 0 R
15821 Revision of lower eyelid $904.13 $672.79 90 10% 71% 19% 0 2 1 0 0 0 R
15822 Revision of upper eyelid $771.29 $567.23 90 10% 71% 19% 0 2 1 1 0 0 R
15823 Revision of upper eyelid $946.05 $753.10 90 10% 71% 19% 0 2 1 1 0 0 R
15824 Removal of forehead wrinkles $1,166.64 $1,166.64 0 0% 0% 0% 0 2 1 0 0 0 F
15825 Removal of neck wrinkles $1,003.12 $1,003.12 0 0% 0% 0% 0 2 1 0 0 0 F
15826 Removal of brow wrinkles $948.59 $948.59 0 0% 0% 0% 0 2 1 0 0 0 F
15828 Removal of face wrinkles $3,249.20 $3,249.20 0 0% 0% 0% 0 2 1 0 0 0 F
15829 Removal of skin wrinkles By Report By Report 0 0% 0% 0% 0 2 1 0 0 0 N
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15831 Excise excessive skin tissue $1,086.98 $1,086.98 90 10% 71% 19% 0 2 0 2 1 0 R
15832 Excise excessive skin tissue $1,037.48 $1,037.48 90 10% 71% 19% 0 2 0 2 1 0 R
15833 Excise excessive skin tissue $953.12 $953.12 90 10% 71% 19% 0 2 0 0 0 0 R
15834 Excise excessive skin tissue $976.36 $976.36 90 10% 71% 19% 0 2 0 0 0 0 R
15835 Excise excessive skin tissue $1,033.43 $1,033.43 90 10% 71% 19% 0 2 0 0 0 0 R
15836 Excise excessive skin tissue $836.95 $836.95 90 10% 71% 19% 0 2 0 0 0 0 R
15837 Excise excessive skin tissue $824.83 $777.85 90 10% 71% 19% 0 2 0 0 0 0 R
15838 Excise excessive skin tissue $670.27 $670.27 90 10% 71% 19% 0 2 0 0 0 0 R
15839 Excise excessive skin tissue $893.52 $808.67 90 10% 71% 19% 0 2 0 0 0 0 R
15840 Graft for face nerve palsy $1,223.86 $1,223.86 90 10% 71% 19% 0 2 0 1 0 0 R
15841 Graft for face nerve palsy $2,016.86 $2,016.86 90 10% 71% 19% 0 2 0 2 1 0 R
15842 Flap for face nerve palsy $3,220.01 $3,220.01 90 10% 71% 19% 0 2 0 2 1 0 R
15845 Skin and muscle repair, face $1,109.70 $1,109.70 90 10% 71% 19% 0 2 0 2 0 0 R
15850 Removal of sutures Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
15851 Removal of sutures $128.80 $62.63 0 0% 0% 0% 0 2 0 1 0 0 R
15852 Dressing change,not for burn $144.46 $64.15 0 0% 0% 0% 0 2 0 1 0 0 R
15860 Test for blood flow in graft $171.73 $145.47 0 0% 0% 0% 0 2 0 0 0 0 R
15876 Suction assisted lipectomy By Report By Report 0 0% 0% 0% 0 2 0 0 0 0 N
15877 Suction assisted lipectomy By Report By Report 0 0% 0% 0% 0 2 0 0 0 0 N
15878 Suction assisted lipectomy By Report By Report 0 0% 0% 0% 0 2 0 0 0 0 N
15879 Suction assisted lipectomy By Report By Report 0 0% 0% 0% 0 2 0 0 0 0 N
15920 Removal of tail bone ulcer $731.38 $731.38 90 10% 71% 19% 0 2 0 0 0 0 R
15922 Removal of tail bone ulcer $933.93 $933.93 90 10% 71% 19% 0 2 0 2 1 0 R
15931 Remove sacrum pressure sore $800.08 $800.08 90 10% 71% 19% 0 2 0 1 0 0 R
15933 Remove sacrum pressure sore $1,012.22 $1,012.22 90 10% 71% 19% 0 2 0 0 0 0 R
15934 Remove sacrum pressure sore $1,120.82 $1,120.82 90 10% 71% 19% 0 2 0 1 0 0 R
15935 Remove sacrum pressure sore $1,306.69 $1,306.69 a0 10% 1% 19% 0 2 0 2 1 0 R
15936 Remove sacrum pressure sore $1,120.82 $1,120.82 90 10% 71% 19% 0 2 0 1 1 0 R
15937 Remove sacrum pressure sore $1,318.82 $1,318.82 90 10% 71% 19% 0 2 0 2 1 0 R
15940 Remove hip pressure sore $820.79 $820.79 90 10% 71% 19% 0 2 0 1 0 0 R
15941 Remove hip pressure sore $1,153.14 $1,153.14 a0 10% 71% 19% 0 2 0 0 0 0 R
15944 Remove hip pressure sore $1,068.29 $1,068.29 90 10% 71% 19% 0 2 0 0 0 0 R
15945 Remove hip pressure sore $1,185.47 $1,185.47 90 10% 71% 19% 0 2 0 0 0 0 R
15946 Remove hip pressure sore $1,917.86 $1,917.86 90 10% 71% 19% 0 2 0 2 1 0 R
15950 Remove thigh pressure sore $685.93 $685.93 90 10% 71% 19% 0 2 0 1 0 0 R
15951 Remove thigh pressure sore $993.03 $993.03 90 10% 71% 19% 0 2 0 0 1 0 R
15952 Remove thigh pressure sore $1,017.78 $1,017.78 90 10% 71% 19% 0 2 0 2 1 0 R
15953 Remove thigh pressure sore $1,157.69 $1,157.69 90 10% 71% 19% 0 2 0 1 1 0 R
15956 Remove thigh pressure sore $1,387.51 $1,387.51 90 10% 71% 19% 0 2 0 1 1 0 R
15958 Remove thigh pressure sore $1,411.25 $1,411.25 90 10% 71% 19% 0 2 0 2 1 0 R
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15999 Removal of pressure sore By Report By Report 90 0% 0% 0% 0 2 0 0 1 1 N
16000 Initial treatment of burn(s) $102.54 $60.61 0 0% 0% 0% 0 2 0 1 0 0 R
16010 Treatment of burn(s) $108.09 $65.16 0 0% 0% 0% 0 2 0 1 0 0 R
16015 Treatment of burn(s) $228.81 $178.81 0 0% 0% 0% 0 2 0 1 0 0 R
16020 Treatment of burn(s) $103.55 $56.07 0 0% 0% 0% 0 2 0 1 0 0 R
16025 Treatment of burn(s) $198.00 $133.85 0 0% 0% 0% 0 2 0 1 0 0 R
16030 Treatment of burn(s) $282.86 $160.62 0 0% 0% 0% 0 2 0 1 0 0 R
16035 Incision of burn scab, initi $281.34 $281.34 90 10% 71% 19% 0 2 0 1 0 0 R
16036 Incise burn scab, addl incis $111.12 $111.12 0 0% 0% 0% 0 0 0 1 0 0 R
17000 Detroy benign/premal lesion $87.38 $45.46 10 10% 80% 10% 0 2 0 1 0 0 R
17003 Destroy lesions, 2-14 $20.20 $11.62 0 0% 0% 0% 0 0 0 1 0 0 R
17004 Destroy lesions, 15 or more $274.77 $210.63 10 10% 80% 10% 0 0 0 1 0 0 R
17106 Destruction of skin lesions $489.44 $387.41 a0 10% 71% 19% 0 2 0 1 0 0 R
17107 Destruction of skin lesions $831.90 $748.05 90 10% 71% 19% 0 2 0 1 0 0 R
17108 Destruction of skin lesions $1,147.59 $1,065.76 90 10% 71% 19% 0 2 0 0 0 0 R
17110 Destruct lesion, 1-14 $90.92 $47.48 10 10% 80% 10% 0 2 0 1 0 0 R
17111 Destruct lesion, 15 or more $105.06 $68.69 10 10% 80% 10% 0 2 0 1 0 0 R
17250 Chemical cautery, tissue $65.16 $37.38 0 0% 0% 0% 0 2 0 1 0 0 R
17260 Destruction of skin lesions $117.18 $67.18 10 10% 80% 10% 0 2 0 1 0 0 R
17261 Destruction of skin lesions $135.87 $88.90 10 10% 80% 10% 0 2 0 1 0 0 R
17262 Destruction of skin lesions $168.20 $120.72 10 10% 80% 10% 0 2 0 1 0 0 R
17263 Destruction of skin lesions $184.36 $134.86 10 10% 80% 10% 0 2 0 1 0 0 R
17264 Destruction of skin lesions $195.47 $144.46 10 10% 80% 10% 0 2 0 1 0 0 R
17266 Destruction of skin lesions $227.29 $174.76 10 10% 80% 10% 0 2 0 1 0 0 R
17270 Destruction of skin lesions $148.50 $99.00 10 10% 80% 10% 0 2 0 1 0 0 R
17271 Destruction of skin lesions $161.13 $113.65 10 10% 80% 10% 0 2 0 1 0 0 R
17272 Destruction of skin lesions $182.85 $135.37 10 10% 80% 10% 0 2 0 1 0 0 R
17273 Destruction of skin lesions $204.57 $155.57 10 10% 80% 10% 0 2 0 1 0 0 R
17274 Destruction of skin lesions $246.49 $194.97 10 10% 80% 10% 0 2 0 1 0 0 R
17276 Destruction of skin lesions $294.47 $259.62 10 10% 80% 10% 0 2 0 1 0 0 R
17280 Destruction of skin lesions $132.34 $87.89 10 10% 80% 10% 0 2 0 1 0 0 R
17281 Destruction of skin lesions $179.31 $131.33 10 10% 80% 10% 0 2 0 1 0 0 R
17282 Destruction of skin lesions $204.06 $156.08 10 10% 80% 10% 0 2 0 1 0 0 R
17283 Destruction of skin lesions $250.02 $199.51 10 10% 80% 10% 0 2 0 1 0 0 R
17284 Destruction of skin lesions $294 .47 $242.95 10 10% 80% 10% 0 2 0 1 0 0 R
17286 Destruction of skin lesions $395.49 $359.13 10 10% 80% 10% 0 2 0 1 0 0 R
17304 Chemosurgery of skin lesion $788.46 $582.89 0 0% 0% 0% 0 0 0 1 0 0 R
17305 2nd stage chemosurgery $330.84 $218.71 0 0% 0% 0% 0 0 0 1 0 0 R
17306 3rd stage chemosurgery $332.86 $219.21 0 0% 0% 0% 0 0 0 1 0 0 R
17307 Followup skin lesion therapy $331.85 $220.22 0 0% 0% 0% 0 0 0 1 0 0 R
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17310 Extensive skin chemosurgery $128.30 $73.74 0 0% 0% 0% 0 0 0 1 0 0 R
17340 Cryotherapy of skin Not Covered Not Covered 10 10% 80% 10% 0 2 0 1 0 0 X
17360 Skin peel therapy Not Covered Not Covered 10 10% 80% 10% 0 2 0 1 0 0 X
17380 Hair removal by electrolysis Not Covered Not Covered 0 0% 0% 0% 0 2 0 0 0 0 X
17999 Skin tissue procedure By Report By Report 0 0% 0% 0% 0 2 0 0 1 1 N
19000 Drainage of breast lesion $109.61 $60.11 0 0% 0% 0% 0 2 0 1 0 0 R
19001 Drain breast lesion add-on $66.17 $29.80 0 0% 0% 0% 0 0 0 1 0 0 R
19020 Incision of breast lesion $556.12 $371.75 90 10% 71% 19% 0 2 1 1 0 0 R
19030 Injection for breast x-ray $268.21 $106.58 0 0% 0% 0% 0 2 1 1 0 0 R
19100 Bx breast percut w/o image $143.95 $90.41 0 0% 0% 0% 0 2 1 1 0 0 R
19101 Biopsy of breast, open $435.90 $267.20 10 10% 80% 10% 0 2 1 1 0 0 R
19102 Bx breast percut w/image $367.21 $141.43 0 0% 0% 0% 0 2 1 1 0 0 R
19103 Bx breast percut w/device $841.50 $258.11 0 0% 0% 0% 0 2 1 1 0 0 R
19110 Nipple exploration $732.39 $465.20 90 10% 71% 19% 0 2 1 1 0 0 R
19112 Excise breast duct fistula $755.63 $361.15 90 10% 71% 19% 0 2 1 0 0 0 R
19120 Removal of breast lesion $564.70 $463.68 90 10% 71% 19% 0 2 0 1 0 0 R
19125 Excision, breast lesion $600.56 $498.53 90 10% 71% 19% 0 2 0 1 1 0 R
19126 Excision, addl breast lesion $212.65 $212.65 0 0% 0% 0% 0 0 0 1 1 0 R
19140 Removal of breast tissue $801.59 $470.75 90 10% 71% 19% 0 2 1 1 0 0 R
19160 Removal of breast tissue $559.65 $559.65 90 10% 71% 19% 0 2 1 0 0 0 R
19162 Remove breast tissue, nodes $1,143.04 $1,143.04 90 10% 71% 19% 0 2 1 2 1 0 R
19180 Removal of breast $784.93 $784.93 90 10% 71% 19% 0 2 1 2 1 0 R
19182 Removal of breast $675.82 $675.82 90 10% 71% 19% 0 2 1 2 1 0 R
19200 Removal of breast $1,310.23 $1,310.23 90 10% 71% 19% 0 2 1 2 1 0 R
19220 Removal of breast $1,333.46 $1,333.46 90 10% 71% 19% 0 2 1 2 1 0 R
19240 Removal of breast $1,320.33 $1,320.33 90 10% 71% 19% 0 2 1 2 1 0 R
19260 Removal of chest wall lesion $1,302.15 $1,302.15 90 10% 71% 19% 0 2 0 2 1 0 R
19271 Revision of chest wall $1,602.68 $1,602.68 90 10% 71% 19% 0 2 0 2 1 0 R
19272 Extensive chest wall surgery $1,808.76 $1,808.76 90 10% 71% 19% 0 2 0 2 1 0 R
19290 Place needle wire, breast $216.69 $88.90 0 0% 0% 0% 0 2 0 1 0 0 R
19291 Place needle wire, breast $121.73 $43.94 0 0% 0% 0% 0 0 0 0 0 0 R
19295 Place breast clip, percut $144.96 $144.96 0 0% 0% 0% 0 0 0 0 0 0 R
19316 Suspension of breast $988.48 $988.48 90 10% 71% 19% 0 2 1 2 1 0 R
19318 Reduction of large breast $1,391.05 $1,391.05 90 10% 71% 19% 0 2 1 2 1 0 R
19324 Enlarge breast $542.48 $542.48 90 10% 71% 19% 0 2 1 0 0 0 R
19325 Enlarge breast with implant $815.23 $815.23 90 10% 71% 19% 0 2 1 0 0 0 R
19328 Removal of breast implant $549.55 $549.55 90 10% 71% 19% 0 2 1 1 0 0 R
19330 Removal of implant material $687.44 $687.44 90 10% 71% 19% 0 2 1 1 0 0 R
19340 Immediate breast prosthesis $511.67 $511.67 0 0% 0% 0% 0 0 1 1 1 0 R
19342 Delayed breast prosthesis $1,023.84 $1,023.84 90 10% 71% 19% 0 2 1 0 1 0 R
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19350 Breast reconstruction $1,226.38 $845.54 90 10% 71% 19% 0 2 1 1 0 0 R
19355 Correct inverted nipple(s) $1,044.04 $712.70 90 10% 71% 19% 0 2 1 0 0 0 R
19357 Breast reconstruction $1,720.37 $1,720.37 90 10% 71% 19% 0 2 1 2 1 0 R
19361 Breast reconstruction $1,680.47 $1,680.47 90 10% 71% 19% 0 2 1 2 1 0 R
19364 Breast reconstruction $3,503.37 $3,503.37 90 10% 71% 19% 0 2 1 2 1 0 R
19366 Breast reconstruction $1,767.34 $1,767.34 90 10% 71% 19% 0 2 1 2 1 0 R
19367 Breast reconstruction $2,201.23 $2,201.23 a0 10% 71% 19% 0 2 1 2 1 0 R
19368 Breast reconstruction $2,731.58 $2,731.58 90 10% 71% 19% 0 2 1 2 1 0 R
19369 Breast reconstruction $2,552.78 $2,552.78 90 10% 71% 19% 0 2 1 2 1 0 R
19370 Surgery of breast capsule $762.70 $762.70 90 10% 71% 19% 0 2 1 1 0 0 R
19371 Removal of breast capsule $888.47 $888.47 90 10% 71% 19% 0 2 1 1 0 0 R
19380 Revise breast reconstruction $870.79 $870.79 90 10% 71% 19% 0 2 1 1 0 0 R
19396 Design custom breast implant $479.34 $162.14 0 0% 0% 0% 0 2 1 0 0 0 R
19499 Breast surgery procedure By Report By Report 90 0% 0% 0% 0 2 1 0 1 1 N
20000 Incision of abscess $226.79 $173.75 10 10% 80% 10% 0 2 0 1 0 0 R
20005 Incision of deep abscess $340.94 $297.50 10 10% 80% 10% 0 2 0 1 0 0 R
20100 Explore wound, neck $874.33 $753.10 10 10% 80% 10% 0 2 1 2 0 0 R
20101 Explore wound, chest $325.28 $254.07 10 10% 80% 10% 0 2 0 1 0 0 R
20102 Explore wound, abdomen $385.90 $305.08 10 10% 80% 10% 0 2 0 2 0 0 R
20103 Explore wound, extremity $512.68 $440.95 10 10% 80% 10% 0 2 0 0 0 0 R
20150 Excise epiphyseal bar $1,218.30 $1,218.30 90 10% 69% 21% 0 2 1 2 1 0 R
20200 Muscle biopsy $167.69 $111.12 0 0% 0% 0% 0 2 0 1 0 0 R
20205 Deep muscle biopsy $332.86 $176.79 0 0% 0% 0% 0 2 0 1 0 0 R
20206 Needle biopsy, muscle $218.71 $70.21 0 0% 0% 0% 0 2 0 1 0 0 R
20220 Bone biopsy, trocar/needle $319.22 $218.20 0 0% 0% 0% 0 2 0 1 0 0 R
20225 Bone biopsy, trocar/needle $326.29 $254.07 0 0% 0% 0% 0 2 0 1 0 0 R
20240 Bone biopsy, excisional $386.40 $386.40 10 10% 80% 10% 0 2 0 1 0 0 R
20245 Bone biopsy, excisional $759.17 $759.17 10 10% 80% 10% 0 2 0 1 0 0 R
20250 Open bone biopsy $494.49 $494.49 10 10% 80% 10% 0 2 0 1 0 0 R
20251 Open bone biopsy $557.13 $557.13 10 10% 80% 10% 0 2 0 2 0 0 R
20500 Injection of sinus tract $337.91 $265.18 10 10% 80% 10% 0 2 0 1 0 0 R
20501 Inject sinus tract for x-ray $208.61 $53.04 0 0% 0% 0% 0 2 0 1 0 0 R
20520 Removal of foreign body $386.40 $283.87 10 10% 80% 10% 0 2 0 1 0 0 R
20525 Removal of foreign body $561.67 $415.70 10 10% 80% 10% 0 2 0 1 0 0 R
20526 Ther injection carpal tunnel $85.36 $65.16 0 0% 0% 0% 0 2 0 1 0 0 R
20550 Inject tendon/ligament/cyst $88.90 $59.60 0 0% 0% 0% 0 2 0 1 0 0 R
20551 Inject tendon origin/insert $85.36 $65.16 0 0% 0% 0% 0 2 0 1 0 0 R
20552 Inject trigger point, 1 or 2 $85.36 $65.16 0 0% 0% 0% 0 2 0 1 0 0 R
20553 Inject trigger points, > 3 $85.36 $65.16 0 0% 0% 0% 0 2 0 1 0 0 R
20600 Drain/inject, joint/bursa $69.70 $54.05 0 0% 0% 0% 0 2 1 1 0 0 R
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20605 Drain/inject, joint/bursa $76.27 $55.56 0 0% 0% 0% 0 2 1 1 0 0 R
20610 Drain/inject, joint/bursa $91.42 $65.16 0 0% 0% 0% 0 2 1 1 0 0 R
20615 Treatment of bone cyst $371.25 $250.02 10 10% 80% 10% 0 2 0 1 0 0 R
20650 Insert and remove bone pin $380.85 $285.38 10 10% 80% 10% 0 2 0 1 1 0 R
20660 Apply,remove fixation device $220.73 $220.73 0 0% 0% 0% 0 0 0 1 0 0 R
20661 Application of head brace $625.31 $625.31 90 10% 69% 21% 0 2 0 1 0 0 R
20662 Application of pelvis brace $597.03 $597.03 90 10% 69% 21% 0 2 0 0 0 0 R
20663 Application of thigh brace $554.09 $554.09 90 10% 69% 21% 0 2 0 0 0 0 R
20664 Halo brace application $898.57 $898.57 90 10% 69% 21% 0 2 0 1 0 0 R
20665 Removal of fixation device $191.43 $135.87 10 10% 80% 10% 0 2 0 0 0 0 R
20670 Removal of support implant $388.93 $270.73 10 10% 80% 10% 0 2 0 1 0 0 R
20680 Removal of support implant $442.97 $442.97 90 10% 69% 21% 0 2 0 0 0 0 R
20690 Apply bone fixation device $291.95 $291.95 90 10% 69% 21% 0 2 0 1 0 0 R
20692 Apply bone fixation device $526.31 $526.31 90 10% 69% 21% 0 2 0 2 1 0 R
20693 Adjust bone fixation device $989.49 $989.49 90 10% 69% 21% 0 2 0 1 0 0 R
20694 Remove bone fixation device $687.95 $552.07 90 10% 69% 21% 0 2 0 1 0 0 R
20802 Replantation, arm, complete $3,765.02 $3,765.02 90 10% 69% 21% 0 2 1 2 1 0 R
20805 Replant, forearm, complete $4,632.27 $4,632.27 90 10% 69% 21% 0 2 1 2 1 0 R
20808 Replantation hand, complete $6,218.79 $6,218.79 90 10% 69% 21% 0 2 1 2 1 0 R
20816 Replantation digit, complete $4,193.34 $4,193.34 90 10% 69% 21% 0 2 0 2 1 0 R
20822 Replantation digit, complete $3,747.84 $3,747.84 90 10% 69% 21% 0 2 0 2 1 0 R
20824 Replantation thumb, complete $4,191.32 $4,191.32 90 10% 69% 21% 0 2 1 2 1 0 R
20827 Replantation thumb, complete $3,778.15 $3,778.15 90 10% 69% 21% 0 2 1 2 1 0 R
20838 Replantation foot, complete $3,620.05 $3,620.05 90 10% 69% 21% 0 2 1 2 1 0 R
20900 Removal of bone for graft $614.20 $614.20 90 10% 69% 21% 0 2 0 2 1 0 R
20902 Removal of bone for graft $874.33 $874.33 90 10% 69% 21% 0 2 0 2 1 0 R
20910 Remove cartilage for graft $751.08 $640.97 90 10% 69% 21% 0 2 0 0 0 0 R
20912 Remove cartilage for graft $731.38 $731.38 90 10% 69% 21% 0 2 0 0 0 0 R
20920 Removal of fascia for graft $564.70 $564.70 90 10% 69% 21% 0 2 0 1 1 0 R
20922 Removal of fascia for graft $799.07 $685.93 90 10% 69% 21% 0 2 0 2 1 0 R
20924 Removal of tendon for graft $715.22 $715.22 90 10% 69% 21% 0 2 0 2 1 0 R
20926 Removal of tissue for graft $639.46 $639.46 90 10% 69% 21% 0 2 0 1 0 0 R
20930 Spinal bone allograft Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
20931 Spinal bone allograft $154.06 $154.06 0 0% 0% 0% 0 0 1 1 1 0 R
20936 Spinal bone autograft Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
20937 Spinal bone autograft $235.38 $235.38 0 0% 0% 0% 0 0 1 2 1 0 R
20938 Spinal bone autograft $255.08 $255.08 0 0% 0% 0% 0 0 1 2 1 0 R
20950 Fluid pressure, muscle $179.31 $179.31 0 0% 0% 0% 0 2 0 0 0 0 R
20955 Fibula bone graft, microvasc $3,690.26 $3,690.26 90 10% 69% 21% 0 2 0 2 1 0 R
20956 lliac bone graft, microvasc $3,630.15 $3,630.15 90 10% 69% 21% 0 2 0 2 1 0 R
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20957 Mt bone graft, microvasc $3,367.50 $3,367.50 90 10% 69% 21% 0 2 0 2 1 0 R
20962 Other bone graft, microvasc $3,625.61 $3,625.61 90 10% 69% 21% 0 2 0 2 1 0 R
20969 Bone/skin graft, microvasc $4,067.57 $4,067.57 90 10% 69% 21% 0 2 0 2 1 0 R
20970 Bone/skin graft, iliac crest $3,871.59 $3,871.59 90 10% 69% 21% 0 2 0 2 1 0 R
20972 Bone/skin graft, metatarsal $3,320.02 $3,320.02 90 10% 69% 21% 0 2 0 2 0 0 R
20973 Bone/skin graft, great toe $4,029.69 $4,029.69 90 10% 69% 21% 0 2 0 2 1 0 R
20974 Electrical bone stimulation $58.59 $52.03 0 0% 0% 0% 0 0 0 1 0 0 R
20975 Electrical bone stimulation $219.21 $219.21 0 0% 0% 0% 0 0 0 2 1 0 R
20979 Us bone stimulation $62.13 $45.46 0 0% 0% 0% 0 0 0 1 0 0 R
20999 Musculoskeletal surgery By Report By Report 90 0% 0% 0% 0 2 0 0 1 1 N
21010 Incision of jaw joint $897.56 $897.56 90 10% 69% 21% 0 2 1 0 0 0 R
21015 Resection of facial tumor $661.68 $661.68 90 10% 69% 21% 0 2 0 1 0 0 R
21025 Excision of bone, lower jaw $911.71 $891.50 90 10% 69% 21% 0 2 0 1 0 0 R
21026 Excision of facial bone(s) $525.30 $519.75 90 10% 69% 21% 0 2 0 1 0 0 R
21029 Contour of face bone lesion $781.39 $758.16 90 10% 69% 21% 0 2 0 0 0 0 R
21030 Removal of face bone lesion $625.82 $599.05 90 10% 69% 21% 0 2 0 1 0 0 R
21031 Remove exostosis, mandible $345.99 $284.88 90 10% 69% 21% 0 2 0 1 0 0 R
21032 Remove exostosis, maxilla $344.98 $298.51 90 10% 69% 21% 0 2 0 1 0 0 R
21034 Removal of face bone lesion $1,403.17 $1,403.17 a0 10% 69% 21% 0 2 0 2 1 0 R
21040 Removal of jaw bone lesion $267.70 $205.58 90 10% 69% 21% 0 2 0 1 0 0 R
21041 Removal of jaw bone lesion $647.54 $585.41 90 10% 69% 21% 0 2 0 1 0 0 R
21044 Removal of jaw bone lesion $1,052.63 $1,052.63 90 10% 69% 21% 0 2 0 2 1 0 R
21045 Extensive jaw surgery $1,398.12 $1,398.12 90 10% 69% 21% 0 2 0 2 1 0 R
21050 Removal of jaw joint $1,180.42 $1,180.42 90 10% 69% 21% 0 2 1 0 0 0 R
21060 Remove jaw joint cartilage $1,098.09 $1,098.09 90 10% 69% 21% 0 2 1 2 1 0 R
21070 Remove coronoid process $761.19 $761.19 90 10% 69% 21% 0 2 1 0 0 0 R
21076 Prepare face/oral prosthesis $1,228.40 $1,103.14 10 10% 80% 10% 0 2 0 0 0 0 R
21077 Prepare face/oral prosthesis $3,090.20 $2,774.51 90 10% 69% 21% 0 2 1 0 0 0 R
21079 Prepare face/oral prosthesis $2,075.46 $1,838.06 90 10% 69% 21% 0 2 0 1 0 0 R
21080 Prepare face/oral prosthesis $2,362.35 $2,095.15 90 10% 69% 21% 0 2 0 1 0 0 R
21081 Prepare face/oral prosthesis $2,135.06 $1,892.10 90 10% 69% 21% 0 2 0 0 0 0 R
21082 Prepare face/oral prosthesis $1,884.53 $1,689.56 90 10% 69% 21% 0 2 0 0 0 0 R
21083 Prepare face/oral prosthesis $1,816.34 $1,610.76 90 10% 69% 21% 0 2 0 0 0 0 R
21084 Prepare face/oral prosthesis $2,089.60 $1,850.18 90 10% 69% 21% 0 2 0 0 0 0 R
21085 Prepare face/oral prosthesis $813.72 $729.36 10 10% 80% 10% 0 2 0 0 0 0 R
21086 Prepare face/oral prosthesis $2,318.91 $2,053.74 90 10% 69% 21% 0 2 1 0 0 0 R
21087 Prepare face/oral prosthesis $2,269.41 $2,036.06 90 10% 69% 21% 0 2 0 0 0 0 R
21088 Prepare face/oral prosthesis By Report By Report 90 10% 69% 21% 0 0 0 0 0 0 N
21089 Prepare face/oral prosthesis By Report By Report 90 10% 69% 21% 0 0 0 1 0 0 N
21100 Maxillofacial fixation $507.12 $407.11 90 10% 69% 21% 0 2 0 0 0 0 R
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21110 Interdental fixation $539.45 $500.05 90 10% 69% 21% 0 2 0 1 0 0 R
21116 Injection, jaw joint x-ray $444 .99 $57.58 0 0% 0% 0% 0 2 0 1 0 0 R
21120 Reconstruction of chin $664.21 $512.17 90 10% 69% 21% 0 2 0 1 1 0 R
21121 Reconstruction of chin $796.04 $743.51 90 10% 69% 21% 0 2 0 2 0 0 R
21122 Reconstruction of chin $855.13 $855.13 20 10% 69% 21% 0 2 0 2 0 0 R
21123 Reconstruction of chin $996.06 $996.06 90 10% 69% 21% 0 2 0 2 1 0 R
21125 Augmentation, lower jaw bone $1,047.58 $959.69 90 10% 69% 21% 0 2 0 2 0 0 R
21127 Augmentation, lower jaw bone $1,129.91 $960.20 90 10% 69% 21% 0 2 0 2 1 0 R
21137 Reduction of forehead $930.39 $930.39 90 10% 69% 21% 0 2 0 2 0 0 R
21138 Reduction of forehead $1,117.79 $1,117.79 90 10% 69% 21% 0 2 0 2 1 0 R
21139 Reduction of forehead $1,190.52 $1,190.52 90 10% 69% 21% 0 2 0 2 1 0 R
21141 Reconstruct midface, lefort $1,514.79 $1,514.79 90 10% 69% 21% 0 2 0 2 1 0 R
21142 Reconstruct midface, lefort $1,690.57 $1,690.57 90 10% 69% 21% 0 2 0 2 1 0 R
21143 Reconstruct midface, lefort $1,586.52 $1,586.52 90 10% 69% 21% 0 2 0 2 1 0 R
21145 Reconstruct midface, lefort $1,676.43 $1,676.43 90 10% 69% 21% 0 2 0 2 0 0 R
21146 Reconstruct midface, lefort $1,712.29 $1,712.29 90 10% 69% 21% 0 2 0 2 1 0 R
21147 Reconstruct midface, lefort $1,764.31 $1,764.31 90 10% 69% 21% 0 2 0 2 0 0 R
21150 Reconstruct midface, lefort $2,182.54 $2,182.54 90 10% 69% 21% 0 2 0 2 0 0 R
21151 Reconstruct midface, lefort $2,582.58 $2,582.58 90 10% 69% 21% 0 2 0 2 0 0 R
21154 Reconstruct midface, lefort $2,792.19 $2,792.19 90 10% 69% 21% 0 2 0 2 1 0 R
21155 Reconstruct midface, lefort $3,123.54 $3,123.54 90 10% 69% 21% 0 2 0 2 0 0 R
21159 Reconstruct midface, lefort $3,494.28 $3,494.28 90 10% 69% 21% 0 2 0 2 1 0 R
21160 Reconstruct midface, lefort $4,046.36 $4,046.36 90 10% 69% 21% 0 2 0 2 0 0 R
21172 Reconstruct orbit/forehead $2,301.74 $2,301.74 90 10% 69% 21% 0 2 0 2 1 0 R
21175 Reconstruct orbit/forehead $2,873.01 $2,873.01 90 10% 69% 21% 0 2 0 2 0 0 R
21179 Reconstruct entire forehead $2,177.49 $2,177.49 90 10% 69% 21% 0 2 0 2 0 0 R
21180 Reconstruct entire forehead $2,280.02 $2,280.02 a0 10% 69% 21% 0 2 0 2 1 0 R
21181 Contour cranial bone lesion $965.25 $965.25 90 10% 69% 21% 0 2 0 0 0 0 R
21182 Reconstruct cranial bone $2,830.58 $2,830.58 90 10% 69% 21% 0 2 0 2 1 0 R
21183 Reconstruct cranial bone $3,044.24 $3,044.24 90 10% 69% 21% 0 2 0 2 1 0 R
21184 Reconstruct cranial bone $3,072.02 $3,072.02 a0 10% 69% 21% 0 2 0 2 0 0 R
21188 Reconstruction of midface $2,005.75 $2,005.75 90 10% 69% 21% 0 2 0 2 0 0 R
21193 Reconst Iwr jaw w/o graft $1,467.82 $1,467.82 90 10% 69% 21% 0 2 2 2 1 0 R
21194 Reconst Iwr jaw w/graft $1,681.48 $1,681.48 90 10% 69% 21% 0 2 2 2 0 0 R
21195 Reconst Iwr jaw w/o fixation $1,540.05 $1,540.05 90 10% 69% 21% 0 2 2 2 0 0 R
21196 Reconst Iwr jaw w/fixation $1,664.30 $1,664.30 90 10% 69% 21% 0 2 2 2 1 0 R
21198 Reconstr lwr jaw segment $1,377.41 $1,377.41 90 10% 69% 21% 0 2 0 2 1 0 R
21199 Reconstr lwr jaw w/advance $1,403.67 $1,403.67 90 10% 69% 21% 0 2 0 2 1 0 R
21206 Reconstruct upper jaw bone $1,223.86 $1,223.86 90 10% 69% 21% 0 2 0 2 1 0 R
21208 Augmentation of facial bones $1,004.64 $987.98 90 10% 69% 21% 0 2 0 0 0 0 R
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21209 Reduction of facial bones $770.78 $693.50 90 10% 69% 21% 0 2 0 2 0 0 R
21210 Face bone graft $996.56 $968.78 90 10% 69% 21% 0 2 0 1 0 0 R
21215 Lower jaw bone graft $1,036.47 $961.21 90 10% 69% 21% 0 2 0 1 1 0 R
21230 Rib cartilage graft $1,130.41 $1,130.41 90 10% 69% 21% 0 2 0 0 0 0 R
21235 Ear cartilage graft $964.24 $783.41 90 10% 69% 21% 0 2 0 1 0 0 R
21240 Reconstruction of jaw joint $1,349.63 $1,349.63 90 10% 69% 21% 0 2 1 2 1 0 R
21242 Reconstruction of jaw joint $1,256.69 $1,256.69 90 10% 69% 21% 0 2 1 2 1 0 R
21243 Reconstruction of jaw joint $1,825.43 $1,825.43 90 10% 69% 21% 0 2 1 2 1 0 R
21244 Reconstruction of lower jaw $1,118.29 $1,118.29 20 10% 69% 21% 0 2 0 2 1 0 R
21245 Reconstruction of jaw $1,896.65 $1,151.12 90 10% 69% 21% 0 2 0 2 0 0 R
21246 Reconstruction of jaw $1,192.04 $1,192.04 90 10% 69% 21% 0 2 0 2 0 0 R
21247 Reconstruct lower jaw bone $2,248.20 $2,248.20 90 10% 69% 21% 0 2 0 2 1 0 R
21248 Reconstruction of jaw $1,068.79 $1,015.25 90 10% 69% 21% 0 2 0 1 0 0 R
21249 Reconstruction of jaw $1,514.79 $1,459.23 90 10% 69% 21% 0 2 0 0 0 0 R
21255 Reconstruct lower jaw bone $1,552.17 $1,5652.17 90 10% 69% 21% 0 2 0 2 1 0 R
21256 Reconstruction of orbit $1,558.23 $1,558.23 90 10% 69% 21% 0 2 0 2 1 0 R
21260 Revise eye sockets $1,566.32 $1,566.32 90 10% 69% 21% 0 2 0 2 1 0 R
21261 Revise eye sockets $2,684.10 $2,684.10 90 10% 69% 21% 0 2 0 2 1 0 R
21263 Revise eye sockets $2,276.49 $2,276.49 90 10% 69% 21% 0 2 0 2 1 0 R
21267 Revise eye sockets $1,751.18 $1,751.18 90 10% 69% 21% 0 2 0 2 1 0 R
21268 Revise eye sockets $2,027.98 $2,027.98 90 10% 69% 21% 0 2 0 2 1 0 R
21270 Augmentation, cheek bone $1,070.81 $1,050.10 90 10% 69% 21% 0 2 0 2 1 0 R
21275 Revision, orbitofacial bones $1,165.27 $1,165.27 90 10% 69% 21% 0 2 0 2 1 0 R
21280 Revision of eyelid $632.39 $632.39 90 10% 69% 21% 0 2 1 0 0 0 R
21282 Revision of eyelid $457.62 $457.62 90 10% 69% 21% 0 2 1 1 0 0 R
21295 Revision of jaw muscle/bone $303.06 $303.06 90 10% 69% 21% 0 2 0 0 0 0 R
21296 Revision of jaw muscle/bone $432.87 $432.87 90 10% 69% 21% 0 2 0 0 0 0 R
21299 Cranio/maxillofacial surgery By Report By Report 90 0% 0% 0% 0 2 0 0 1 1 N
21300 Treatment of skull fracture $180.83 $55.06 0 0% 0% 0% 0 2 0 0 0 0 R
21310 Treatment of nose fracture $168.70 $38.39 0 0% 0% 0% 0 2 0 1 0 0 R
21315 Treatment of nose fracture $258.61 $144.96 10 10% 80% 10% 0 2 0 1 0 0 R
21320 Treatment of nose fracture $351.55 $205.58 10 10% 80% 10% 0 2 0 1 0 0 R
21325 Treatment of nose fracture $390.95 $390.95 90 10% 69% 21% 0 2 0 0 0 0 R
21330 Treatment of nose fracture $577.33 $577.33 90 10% 69% 21% 0 2 0 0 0 0 R
21335 Treatment of nose fracture $830.38 $830.38 90 10% 69% 21% 0 2 0 1 0 0 R
21336 Treat nasal septal fracture $596.52 $596.52 90 10% 69% 21% 0 2 0 0 0 0 R
21337 Treat nasal septal fracture $411.15 $318.21 90 10% 69% 21% 0 2 0 0 0 0 R
21338 Treat nasoethmoid fracture $637.44 $637.44 90 10% 69% 21% 0 2 0 0 0 0 R
21339 Treat nasoethmoid fracture $790.48 $790.48 90 10% 69% 21% 0 2 0 2 1 0 R
21340 Treatment of nose fracture $1,020.30 $1,020.30 90 10% 69% 21% 0 2 0 0 0 0 R
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21343 Treatment of sinus fracture $1,173.35 $1,173.35 90 10% 69% 21% 0 2 0 2 1 0 R
21344 Treatment of sinus fracture $1,759.26 $1,759.26 90 10% 69% 21% 0 2 0 2 2 0 R
21345 Treat nose/jaw fracture $960.70 $835.44 90 10% 69% 21% 0 2 0 0 0 0 R
21346 Treat nose/jaw fracture $1,080.41 $1,080.41 90 10% 69% 21% 0 2 0 1 1 0 R
21347 Treat nose/jaw fracture $1,173.85 $1,173.85 90 10% 69% 21% 0 2 0 2 1 0 R
21348 Treat nose/jaw fracture $1,484.49 $1,484.49 90 10% 69% 21% 0 2 0 2 2 0 R
21355 Treat cheek bone fracture $398.52 $329.33 10 10% 80% 10% 0 2 0 0 0 0 R
21356 Treat cheek bone fracture $390.44 $390.44 10 10% 80% 10% 0 2 0 0 0 0 R
21360 Treat cheek bone fracture $636.43 $636.43 90 10% 69% 21% 0 2 0 2 0 0 R
21365 Treat cheek bone fracture $1,397.11 $1,397.11 90 10% 69% 21% 0 2 0 2 1 0 R
21366 Treat cheek bone fracture $1,672.89 $1,672.89 90 10% 69% 21% 0 2 0 2 2 0 R
21385 Treat eye socket fracture $893.52 $893.52 90 10% 69% 21% 0 2 0 2 1 0 R
21386 Treat eye socket fracture $918.27 $918.27 90 10% 69% 21% 0 2 0 2 0 0 R
21387 Treat eye socket fracture $952.11 $952.11 90 10% 69% 21% 0 2 0 2 0 0 R
21390 Treat eye socket fracture $979.89 $979.89 90 10% 69% 21% 0 2 0 2 1 0 R
21395 Treat eye socket fracture $1,148.60 $1,148.60 90 10% 69% 21% 0 2 0 2 1 0 R
21400 Treat eye socket fracture $242.95 $128.30 90 10% 69% 21% 0 2 0 0 0 0 R
21401 Treat eye socket fracture $398.02 $362.66 90 10% 69% 21% 0 2 0 2 0 0 R
21406 Treat eye socket fracture $741.49 $741.49 90 10% 69% 21% 0 2 0 2 1 0 R
21407 Treat eye socket fracture $864.73 $864.73 90 10% 69% 21% 0 2 0 2 1 0 R
21408 Treat eye socket fracture $1,193.05 $1,193.05 90 10% 69% 21% 0 2 0 2 2 0 R
21421 Treat mouth roof fracture $642.49 $622.79 90 10% 69% 21% 0 2 0 0 0 0 R
21422 Treat mouth roof fracture $848.06 $848.06 90 10% 69% 21% 0 2 0 2 1 0 R
21423 Treat mouth roof fracture $998.08 $998.08 90 10% 69% 21% 0 2 0 2 2 0 R
21431 Treat craniofacial fracture $806.14 $806.14 90 10% 69% 21% 0 2 0 2 0 0 R
21432 Treat craniofacial fracture $863.72 $863.72 90 10% 69% 21% 0 2 0 2 0 0 R
21433 Treat craniofacial fracture $2,247.19 $2,247.19 a0 10% 69% 21% 0 2 0 2 1 0 R
21435 Treat craniofacial fracture $1,590.05 $1,590.05 90 10% 69% 21% 0 2 0 2 0 0 R
21436 Treat craniofacial fracture $2,311.34 $2,311.34 90 10% 69% 21% 0 2 0 2 2 0 R
21440 Treat dental ridge fracture $421.25 $333.87 90 10% 69% 21% 0 2 0 0 0 0 R
21445 Treat dental ridge fracture $655.11 $548.03 90 10% 69% 21% 0 2 0 2 0 0 R
21450 Treat lower jaw fracture $486.92 $305.59 90 10% 69% 21% 0 2 0 0 0 0 R
21451 Treat lower jaw fracture $588.44 $570.76 90 10% 69% 21% 0 2 0 0 0 0 R
21452 Treat lower jaw fracture $790.99 $326.80 90 10% 69% 21% 0 2 0 0 0 0 R
21453 Treat lower jaw fracture $670.27 $637.94 90 10% 69% 21% 0 2 0 0 0 0 R
21454 Treat lower jaw fracture $636.93 $636.93 90 10% 69% 21% 0 2 0 0 1 0 R
21461 Treat lower jaw fracture $862.21 $855.13 90 10% 69% 21% 0 2 0 2 1 0 R
21462 Treat lower jaw fracture $1,034.44 $938.48 90 10% 69% 21% 0 2 0 2 1 0 R
21465 Treat lower jaw fracture $1,058.18 $1,058.18 90 10% 69% 21% 0 2 0 2 1 0 R
21470 Treat lower jaw fracture $1,347.10 $1,347.10 90 10% 69% 21% 0 2 0 2 1 0 R
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21480 Reset dislocated jaw $115.16 $41.42 0 0% 0% 0% 0 2 1 1 0 0 R
21485 Reset dislocated jaw $406.61 $382.36 90 10% 69% 21% 0 2 1 0 0 0 R
21490 Repair dislocated jaw $1,037.48 $1,037.48 90 10% 69% 21% 0 2 1 2 1 0 R
21493 Treat hyoid bone fracture $255.58 $255.58 90 10% 69% 21% 0 2 0 1 1 0 R
21494 Treat hyoid bone fracture $546.01 $546.01 90 10% 69% 21% 0 2 0 2 1 0 R
21495 Treat hyoid bone fracture $570.26 $570.26 90 10% 69% 21% 0 2 0 2 0 0 R
21497 Interdental wiring $443.98 $399.53 90 10% 69% 21% 0 2 0 0 0 0 R
21499 Head surgery procedure By Report By Report 90 0% 0% 0% 0 2 0 0 1 1 N
21501 Drain neck/chest lesion $434.39 $390.44 90 10% 69% 21% 0 2 0 1 0 0 R
21502 Drain chest lesion $747.04 $747.04 90 10% 69% 21% 0 2 0 2 0 0 R
21510 Drainage of bone lesion $695.02 $695.02 90 10% 69% 21% 0 2 0 0 0 0 R
21550 Biopsy of neck/chest $226.79 $171.73 10 10% 80% 10% 0 2 0 1 0 0 R
21555 Remove lesion, neck/chest $450.55 $357.61 90 10% 69% 21% 0 2 0 1 0 0 R
21556 Remove lesion, neck/chest $466.71 $466.71 90 10% 69% 21% 0 2 0 1 0 0 R
21557 Remove tumor, neck/chest $879.38 $879.38 90 10% 69% 21% 0 2 0 2 1 0 R
21600 Partial removal of rib $774.82 $774.82 90 10% 69% 21% 0 2 0 2 1 0 R
21610 Partial removal of rib $1,378.42 $1,378.42 90 10% 69% 21% 0 2 0 2 0 0 R
21615 Removal of rib $944.03 $944.03 90 10% 69% 21% 0 2 1 2 1 0 R
21616 Removal of rib and nerves $1,110.21 $1,110.21 90 10% 69% 21% 0 2 1 2 0 0 R
21620 Partial removal of sternum $784.93 $784.93 90 10% 69% 21% 0 2 0 2 1 0 R
21627 Sternal debridement $994.04 $994.04 90 10% 69% 21% 0 2 0 2 0 0 R
21630 Extensive sternum surgery $1,662.28 $1,662.28 90 10% 69% 21% 0 2 0 2 1 0 R
21632 Extensive sternum surgery $1,622.89 $1,622.89 90 10% 69% 21% 0 2 0 2 1 0 R
21700 Revision of neck muscle $762.20 $688.96 90 10% 69% 21% 0 2 0 2 0 0 R
21705 Revision of neck muscle/rib $918.27 $918.27 90 10% 69% 21% 0 2 0 2 0 0 R
21720 Revision of neck muscle $760.18 $618.24 90 10% 69% 21% 0 2 0 2 0 0 R
21725 Revision of neck muscle $756.64 $756.64 a0 10% 69% 21% 0 2 0 2 1 0 R
21740 Reconstruction of sternum $1,561.26 $1,561.26 90 10% 69% 21% 0 2 0 2 1 0 R
21750 Repair of sternum separation $1,072.33 $1,072.33 90 10% 69% 21% 0 2 0 2 1 0 R
21800 Treatment of rib fracture $169.71 $108.09 90 10% 69% 21% 0 2 0 1 0 0 R
21805 Treatment of rib fracture $357.11 $357.11 90 10% 69% 21% 0 2 0 0 0 0 R
21810 Treatment of rib fracture(s) $749.06 $749.06 90 10% 69% 21% 0 2 0 2 0 0 R
21820 Treat sternum fracture $212.65 $150.52 90 10% 69% 21% 0 2 0 1 0 0 R
21825 Treat sternum fracture $909.18 $909.18 90 10% 69% 21% 0 2 0 2 1 0 R
21899 Neck/chest surgery procedure By Report By Report 90 0% 0% 0% 0 2 0 0 1 1 N
21920 Biopsy soft tissue of back $230.33 $146.98 10 10% 80% 10% 0 2 0 1 0 0 R
21925 Biopsy soft tissue of back $762.20 $486.41 90 10% 69% 21% 0 2 0 1 0 0 R
21930 Remove lesion, back or flank $501.56 $405.09 90 10% 69% 21% 0 2 0 1 0 0 R
21935 Remove tumor, back $1,662.28 $1,662.28 90 10% 69% 21% 0 2 0 1 1 0 R
22100 Remove part of neck vertebra $974.84 $974.84 90 10% 69% 21% 0 2 0 2 1 0 R
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22101 Remove part, thorax vertebra $1,011.72 $1,011.72 a0 10% 69% 21% 0 2 0 2 1 0 R
22102 Remove part, lumbar vertebra $1,016.77 $1,016.77 90 10% 69% 21% 0 2 0 2 1 0 R
22103 Remove extra spine segment $196.48 $196.48 0 0% 0% 0% 0 0 0 2 1 0 R
22110 Remove part of neck vertebra $1,289.02 $1,289.02 90 10% 69% 21% 0 2 0 2 1 0 R
22112 Remove part, thorax vertebra $1,276.89 $1,276.89 20 10% 69% 21% 0 2 0 2 1 0 R
22114 Remove part, lumbar vertebra $1,265.78 $1,265.78 90 10% 69% 21% 0 2 0 2 1 0 R
22116 Remove extra spine segment $195.98 $195.98 0 0% 0% 0% 0 0 0 2 1 0 R
22210 Revision of neck spine $2,247.69 $2,247.69 90 10% 69% 21% 0 2 0 2 1 0 R
22212 Revision of thorax spine $1,826.44 $1,826.44 90 10% 69% 21% 0 2 0 2 0 0 R
22214 Revision of lumbar spine $1,864.83 $1,864.83 90 10% 69% 21% 0 2 0 2 1 0 R
22216 Revise, extra spine segment $509.65 $509.65 0 0% 0% 0% 0 0 1 2 1 0 R
22220 Revision of neck spine $2,009.79 $2,009.79 90 10% 69% 21% 0 2 0 2 1 0 R
22222 Revision of thorax spine $1,967.87 $1,967.87 90 10% 69% 21% 0 2 0 2 0 0 R
22224 Revision of lumbar spine $2,004.24 $2,004.24 90 10% 69% 21% 0 2 0 2 1 0 R
22226 Revise, extra spine segment $506.11 $506.11 0 0% 0% 0% 0 0 1 2 1 0 R
22305 Treat spine process fracture $279.83 $216.69 90 10% 69% 21% 0 2 0 1 0 0 R
22310 Treat spine fracture $388.93 $325.79 90 10% 69% 21% 0 2 0 1 0 0 R
22315 Treat spine fracture $971.81 $971.81 90 10% 69% 21% 0 2 0 1 0 0 R
22318 Treat odontoid fx w/o graft $2,010.80 $2,010.80 90 10% 69% 21% 0 2 0 2 2 0 R
22319 Treat odontoid fx w/graft $2,278.00 $2,278.00 90 10% 69% 21% 0 2 0 2 2 0 R
22325 Treat spine fracture $1,780.98 $1,780.98 90 10% 69% 21% 0 2 0 2 1 0 R
22326 Treat neck spine fracture $1,919.89 $1,919.89 90 10% 69% 21% 0 2 0 2 1 0 R
22327 Treat thorax spine fracture $1,856.75 $1,856.75 90 10% 69% 21% 0 2 0 2 1 0 R
22328 Treat each add spine fx $380.85 $380.85 0 0% 0% 0% 0 0 0 2 1 0 R
22505 Manipulation of spine $337.91 $267.70 10 10% 80% 10% 0 2 0 1 0 0 R
22520 Percut vertebroplasty thor Not Covered Not Covered 10 10% 80% 10% 0 2 0 1 0 0 X
22521 Percut vertebroplasty lumb Not Covered Not Covered 10 10% 80% 10% 0 2 0 1 0 0 X
22522 Percut vertebroplasty add| Not Covered Not Covered 0 0% 0% 0% 0 0 0 1 0 0 X
22548 Neck spine fusion $2,411.35 $2,411.35 90 10% 69% 21% 0 2 0 2 2 0 R
22554 Neck spine fusion $1,781.49 $1,781.49 90 10% 69% 21% 0 2 0 2 2 0 R
22556 Thorax spine fusion $2,180.52 $2,180.52 90 10% 69% 21% 0 2 0 2 2 0 R
22558 Lumbar spine fusion $2,019.39 $2,019.39 90 10% 69% 21% 0 2 0 2 2 0 R
22585 Additional spinal fusion $465.20 $465.20 0 0% 0% 0% 0 0 0 2 2 0 R
22590 Spine & skull spinal fusion $1,970.90 $1,970.90 90 10% 69% 21% 0 2 0 2 2 0 R
22595 Neck spinal fusion $1,857.25 $1,857.25 90 10% 69% 21% 0 2 0 2 2 0 R
22600 Neck spine fusion $1,567.83 $1,567.83 90 10% 69% 21% 0 2 0 2 2 0 R
22610 Thorax spine fusion $1,568.84 $1,568.84 90 10% 69% 21% 0 2 0 2 2 0 R
22612 Lumbar spine fusion $1,984.03 $1,984.03 90 10% 69% 21% 0 2 0 2 2 0 R
22614 Spine fusion, extra segment $543.99 $543.99 0 0% 0% 0% 0 0 0 2 2 0 R
22630 Lumbar spine fusion $2,009.29 $2,009.29 90 10% 69% 21% 0 2 0 2 2 0 R
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22632 Spine fusion, extra segment $437.42 $437.42 0 0% 0% 0% 0 0 0 2 2 0 R
22800 Fusion of spine $1,749.67 $1,749.67 90 10% 69% 21% 0 2 0 2 1 0 R
22802 Fusion of spine $2,835.63 $2,835.63 920 10% 69% 21% 0 2 0 2 1 0 R
22804 Fusion of spine $3,270.02 $3,270.02 90 10% 69% 21% 0 2 0 2 1 0 R
22808 Fusion of spine $2,418.92 $2,418.92 90 10% 69% 21% 0 2 0 2 1 0 R
22810 Fusion of spine $2,693.19 $2,693.19 90 10% 69% 21% 0 2 0 2 1 0 R
22812 Fusion of spine $2,937.16 $2,937.16 920 10% 69% 21% 0 2 0 2 1 0 R
22818 Kyphectomy, 1-2 segments $2,897.25 $2,897.25 90 11% 76% 13% 0 2 0 2 2 2 R
22819 Kyphectomy, 3 or more $3,160.41 $3,160.41 90 11% 76% 13% 0 2 0 2 2 2 R
22830 Exploration of spinal fusion $1,123.85 $1,123.85 90 10% 69% 21% 0 2 0 2 1 0 R
22840 Insert spine fixation device $1,056.67 $1,056.67 0 0% 0% 0% 0 0 0 2 1 0 R
22841 Insert spine fixation device Bundled Bundled 0 0% 0% 0% 9 9 9 9 9 9 B
22842 Insert spine fixation device $1,058.18 $1,058.18 0 0% 0% 0% 0 0 0 2 2 0 R
22843 Insert spine fixation device $1,133.44 $1,133.44 0 0% 0% 0% 0 0 0 2 2 0 R
22844 Insert spine fixation device $1,390.54 $1,390.54 0 0% 0% 0% 0 0 0 2 2 0 R
22845 Insert spine fixation device $1,011.72 $1,011.72 0 0% 0% 0% 0 0 0 2 2 0 R
22846 Insert spine fixation device $1,052.63 $1,052.63 0 0% 0% 0% 0 0 0 2 2 0 R
22847 Insert spine fixation device $1,145.06 $1,145.06 0 0% 0% 0% 0 0 0 2 2 0 R
22848 Insert pelv fixation device $507.12 $507.12 0 0% 0% 0% 0 0 0 2 2 0 R
22849 Reinsert spinal fixation $1,764.82 $1,764.82 90 10% 69% 21% 0 2 0 2 1 0 R
22850 Remove spine fixation device $989.49 $989.49 90 10% 69% 21% 0 2 0 2 1 0 R
22851 Apply spine prosth device $560.16 $560.16 0 0% 0% 0% 0 0 0 2 2 0 R
22852 Remove spine fixation device $945.04 $945.04 90 10% 69% 21% 0 2 0 2 1 0 R
22855 Remove spine fixation device $1,460.75 $1,460.75 90 10% 69% 21% 0 2 0 2 1 0 R
22899 Spine surgery procedure By Report By Report 90 0% 0% 0% 0 2 0 2 1 1 N
22900 Remove abdominal wall lesion $538.44 $538.44 90 10% 69% 21% 0 2 0 2 1 0 R
22999 Abdomen surgery procedure By Report By Report 90 0% 0% 0% 0 2 0 0 1 1 N
23000 Removal of calcium deposits $699.56 $593.49 90 10% 69% 21% 0 2 0 2 1 0 R
23020 Release shoulder joint $1,032.93 $1,032.93 90 10% 69% 21% 0 2 1 2 0 0 R
23030 Drain shoulder lesion $514.70 $414.69 10 10% 80% 10% 0 2 0 1 0 0 R
23031 Drain shoulder bursa $446.00 $362.66 10 10% 80% 10% 0 2 1 1 0 0 R
23035 Drain shoulder bone lesion $1,301.14 $1,301.14 90 10% 69% 21% 0 2 1 2 0 0 R
23040 Exploratory shoulder surgery $1,108.69 $1,108.69 90 10% 69% 21% 0 2 1 2 1 0 R
23044 Exploratory shoulder surgery $942.01 $942.01 90 10% 69% 21% 0 2 1 1 1 0 R
23065 Biopsy shoulder tissues $252.04 $187.39 10 10% 80% 10% 0 2 1 1 0 0 R
23066 Biopsy shoulder tissues $653.60 $542.48 90 10% 69% 21% 0 2 1 1 0 0 R
23075 Removal of shoulder lesion $405.09 $291.44 10 10% 80% 10% 0 2 1 1 0 0 R
23076 Removal of shoulder lesion $842.51 $842.51 90 10% 69% 21% 0 2 1 1 0 0 R
23077 Remove tumor of shoulder $1,611.77 $1,611.77 90 10% 69% 21% 0 2 1 2 1 0 R
23100 Biopsy of shoulder joint $779.37 $779.37 90 10% 69% 21% 0 2 1 2 1 0 R
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23101 Shoulder joint surgery $750.07 $750.07 90 10% 69% 21% 0 2 1 1 1 0 R
23105 Remove shoulder joint lining $975.85 $975.85 90 10% 69% 21% 0 2 1 2 1 0 R
23106 Incision of collarbone joint $803.61 $803.61 90 10% 69% 21% 0 2 1 1 1 0 R
23107 Explore treat shoulder joint $1,009.69 $1,009.69 90 10% 69% 21% 0 2 1 2 1 0 R
23120 Partial removal, collar bone $882.41 $882.41 90 10% 69% 21% 0 2 0 2 1 0 R
23125 Removal of collar bone $1,070.31 $1,070.31 90 10% 69% 21% 0 2 1 2 1 0 R
23130 Remove shoulder bone, part $920.80 $920.80 a0 10% 69% 21% 0 2 1 1 1 0 R
23140 Removal of bone lesion $801.09 $801.09 90 10% 69% 21% 0 2 1 1 0 0 R
23145 Removal of bone lesion $1,058.69 $1,058.69 90 10% 69% 21% 0 2 1 2 1 0 R
23146 Removal of bone lesion $981.91 $981.91 90 10% 69% 21% 0 2 1 0 0 0 R
23150 Removal of humerus lesion $986.97 $986.97 a0 10% 69% 21% 0 2 1 2 1 0 R
23155 Removal of humerus lesion $1,194.56 $1,194.56 90 10% 69% 21% 0 2 1 2 1 0 R
23156 Removal of humerus lesion $1,014.24 $1,014.24 90 10% 69% 21% 0 2 1 2 0 0 R
23170 Remove collar bone lesion $954.64 $954.64 90 10% 69% 21% 0 2 1 1 0 0 R
23172 Remove shoulder blade lesion $872.31 $872.31 a0 10% 69% 21% 0 2 1 2 0 0 R
23174 Remove humerus lesion $1,126.37 $1,126.37 90 10% 69% 21% 0 2 1 2 1 0 R
23180 Remove collar bone lesion $1,298.11 $1,298.11 90 10% 69% 21% 0 2 1 1 1 0 R
23182 Remove shoulder blade lesion $1,276.39 $1,276.39 90 10% 69% 21% 0 2 1 2 0 0 R
23184 Remove humerus lesion $1,356.70 $1,356.70 a0 10% 69% 21% 0 2 1 2 1 0 R
23190 Partial removal of scapula $846.55 $846.55 90 10% 69% 21% 0 2 1 2 1 0 R
23195 Removal of head of humerus $1,057.17 $1,057.17 90 10% 69% 21% 0 2 1 2 1 0 R
23200 Removal of collar bone $1,397.11 $1,397.11 90 10% 69% 21% 0 2 1 2 1 0 R
23210 Removal of shoulder blade $1,400.64 $1,400.64 90 10% 69% 21% 0 2 1 2 1 0 R
23220 Partial removal of humerus $1,603.19 $1,603.19 90 10% 69% 21% 0 2 1 2 1 0 R
23221 Partial removal of humerus $1,850.69 $1,850.69 90 10% 69% 21% 0 2 1 2 0 0 R
23222 Partial removal of humerus $2,384.07 $2,384.07 90 10% 69% 21% 0 2 1 2 1 0 R
23330 Remove shoulder foreign body $413.68 $277.81 10 10% 80% 10% 0 2 1 0 0 0 R
23331 Remove shoulder foreign body $904.63 $904.63 90 10% 69% 21% 0 2 1 0 0 0 R
23332 Remove shoulder foreign body $1,263.76 $1,263.76 90 10% 69% 21% 0 2 1 2 1 0 R
23350 Injection for shoulder x-ray $420.75 $69.70 0 0% 0% 0% 0 2 1 1 0 0 R
23395 Muscle transfer,shoulder/arm $1,652.18 $1,652.18 a0 10% 69% 21% 0 2 0 2 1 0 R
23397 Muscle transfers $1,602.68 $1,602.68 90 10% 69% 21% 0 2 0 2 1 0 R
23400 Fixation of shoulder blade $1,494.09 $1,494.09 90 10% 69% 21% 0 2 1 2 1 0 R
23405 Incision of tendon & muscle $956.15 $956.15 90 10% 69% 21% 0 2 0 2 1 0 R
23406 Incise tendon(s) & muscle(s) $1,187.49 $1,187.49 90 10% 69% 21% 0 2 0 2 0 0 R
23410 Repair of tendon(s) $1,331.44 $1,331.44 90 10% 69% 21% 0 2 0 2 1 0 R
23412 Repair of tendon(s) $1,405.19 $1,405.19 90 10% 69% 21% 0 2 1 2 1 0 R
23415 Release of shoulder ligament $1,075.36 $1,075.36 90 10% 69% 21% 0 2 1 1 1 0 R
23420 Repair of shoulder $1,450.14 $1,450.14 90 10% 69% 21% 0 2 1 2 1 0 R
23430 Repair biceps tendon $1,123.85 $1,123.85 90 10% 69% 21% 0 2 1 2 1 0 R
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23440 Remove/transplant tendon $1,171.33 $1,171.33 90 10% 69% 21% 0 2 1 2 1 0 R
23450 Repair shoulder capsule $1,408.22 $1,408.22 90 10% 69% 21% 0 2 1 2 1 0 R
23455 Repair shoulder capsule $1,493.58 $1,493.58 90 10% 69% 21% 0 2 1 2 1 0 R
23460 Repair shoulder capsule $1,579.95 $1,579.95 90 10% 69% 21% 0 2 1 2 1 0 R
23462 Repair shoulder capsule $1,548.64 $1,548.64 90 10% 69% 21% 0 2 1 2 1 0 R
23465 Repair shoulder capsule $1,594.60 $1,594.60 90 10% 69% 21% 0 2 1 2 1 0 R
23466 Repair shoulder capsule $1,486.00 $1,486.00 90 10% 69% 21% 0 2 1 2 1 0 R
23470 Reconstruct shoulder joint $1,726.43 $1,726.43 90 10% 69% 21% 0 2 1 2 1 0 R
23472 Reconstruct shoulder joint $2,037.07 $2,037.07 90 10% 69% 21% 0 2 1 2 1 0 R
23480 Revision of collar bone $1,230.42 $1,230.42 90 10% 69% 21% 0 2 1 1 1 0 R
23485 Revision of collar bone $1,413.27 $1,413.27 90 10% 69% 21% 0 2 1 2 1 0 R
23490 Reinforce clavicle $1,338.51 $1,338.51 90 10% 69% 21% 0 2 1 2 0 0 R
23491 Reinforce shoulder bones $1,480.95 $1,480.95 20 10% 69% 21% 0 2 1 2 1 0 R
23500 Treat clavicle fracture $311.65 $246.99 90 10% 69% 21% 0 2 1 1 0 0 R
23505 Treat clavicle fracture $509.65 $409.64 90 10% 69% 21% 0 2 1 1 0 0 R
23515 Treat clavicle fracture $831.90 $831.90 90 10% 69% 21% 0 2 1 2 1 0 R
23520 Treat clavicle dislocation $317.71 $254.57 90 10% 69% 21% 0 2 1 0 0 0 R
23525 Treat clavicle dislocation $563.19 $405.60 90 10% 69% 21% 0 2 1 0 0 0 R
23530 Treat clavicle dislocation $804.62 $804.62 90 10% 69% 21% 0 2 1 2 0 0 R
23532 Treat clavicle dislocation $887.97 $887.97 90 10% 69% 21% 0 2 1 2 0 0 R
23540 Treat clavicle dislocation $353.57 $255.08 90 10% 69% 21% 0 2 1 1 0 0 R
23545 Treat clavicle dislocation $432.87 $364.18 90 10% 69% 21% 0 2 1 0 0 0 R
23550 Treat clavicle dislocation $822.30 $822.30 90 10% 69% 21% 0 2 1 2 1 0 R
23552 Treat clavicle dislocation $919.28 $919.28 90 10% 69% 21% 0 2 1 2 1 0 R
23570 Treat shoulder blade fx $319.22 $260.63 90 10% 69% 21% 0 2 1 1 0 0 R
23575 Treat shoulder blade fx $541.47 $437.42 90 10% 69% 21% 0 2 1 0 0 0 R
23585 Treat scapula fracture $972.82 $972.82 90 10% 69% 21% 0 2 1 2 1 0 R
23600 Treat humerus fracture $450.55 $351.55 90 10% 69% 21% 0 2 1 1 0 0 R
23605 Treat humerus fracture $695.02 $604.60 90 10% 69% 21% 0 2 1 1 0 0 R
23615 Treat humerus fracture $1,039.50 $1,039.50 90 10% 69% 21% 0 2 1 2 1 0 R
23616 Treat humerus fracture $2,011.31 $2,011.31 90 10% 69% 21% 0 2 1 2 2 0 R
23620 Treat humerus fracture $405.60 $307.61 90 10% 69% 21% 0 2 1 1 0 0 R
23625 Treat humerus fracture $592.99 $502.07 90 10% 69% 21% 0 2 1 1 0 0 R
23630 Treat humerus fracture $826.85 $826.85 90 10% 69% 21% 0 2 1 2 1 0 R
23650 Treat shoulder dislocation $466.71 $369.23 90 10% 69% 21% 0 2 1 1 0 0 R
23655 Treat shoulder dislocation $473.28 $473.28 90 10% 69% 21% 0 2 1 1 0 0 R
23660 Treat shoulder dislocation $836.45 $836.45 90 10% 69% 21% 0 2 1 2 1 0 R
23665 Treat dislocation/fracture $639.46 $543.99 90 10% 69% 21% 0 2 1 1 0 0 R
23670 Treat dislocation/fracture $883.92 $883.92 90 10% 69% 21% 0 2 1 2 1 0 R
23675 Treat dislocation/fracture $755.12 $677.84 90 10% 69% 21% 0 2 1 1 0 0 R
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23680 Treat dislocation/fracture $1,062.73 $1,062.73 90 10% 69% 21% 0 2 1 2 1 0 R
23700 Fixation of shoulder $317.71 $317.71 10 10% 80% 10% 0 2 0 1 0 0 R
23800 Fusion of shoulder joint $1,514.79 $1,514.79 920 10% 69% 21% 0 2 1 2 1 0 R
23802 Fusion of shoulder joint $1,730.98 $1,730.98 90 10% 69% 21% 0 2 0 2 1 0 R
23900 Amputation of arm & girdle $1,918.37 $1,918.37 90 10% 69% 21% 0 2 0 2 0 0 R
23920 Amputation at shoulder joint $1,505.70 $1,505.70 90 10% 69% 21% 0 2 0 2 1 0 R
23921 Amputation follow-up surgery $646.02 $646.02 90 10% 69% 21% 0 2 0 1 0 0 R
23929 Shoulder surgery procedure By Report By Report 90 0% 0% 0% 0 2 0 2 1 1 N
23930 Drainage of arm lesion $471.26 $364.18 10 10% 80% 10% 0 2 1 1 0 0 R
23931 Drainage of arm bursa $391.96 $288.92 10 10% 80% 10% 0 2 1 1 0 0 R
23935 Drain arm/elbow bone lesion $996.56 $996.56 90 10% 69% 21% 0 2 1 0 0 0 R
24000 Exploratory elbow surgery $630.87 $630.87 90 10% 69% 21% 0 2 1 0 1 0 R
24006 Release elbow joint $956.66 $956.66 90 10% 69% 21% 0 2 1 2 2 0 R
24065 Biopsy arm/elbow soft tissue $390.44 $275.28 10 10% 80% 10% 0 2 1 1 0 0 R
24066 Biopsy arm/elbow soft tissue $717.75 $611.17 90 10% 69% 21% 0 2 1 1 0 0 R
24075 Remove arm/elbow lesion $611.17 $514.70 90 10% 69% 21% 0 2 1 1 0 0 R
24076 Remove arm/elbow lesion $719.77 $719.77 90 10% 69% 21% 0 2 1 1 0 0 R
24077 Remove tumor of arm/elbow $1,366.80 $1,366.80 90 10% 69% 21% 0 2 1 2 1 0 R
24100 Biopsy elbow joint lining $568.74 $568.74 90 10% 69% 21% 0 2 1 2 1 0 R
24101 Explore/treat elbow joint $687.95 $687.95 90 10% 69% 21% 0 2 1 2 0 0 R
24102 Remove elbow joint lining $843.52 $843.52 90 10% 69% 21% 0 2 1 2 1 0 R
24105 Removal of elbow bursa $468.23 $468.23 90 10% 69% 21% 0 2 1 1 0 0 R
24110 Remove humerus lesion $906.65 $906.65 90 10% 69% 21% 0 2 1 1 1 0 R
24115 Remove/graft bone lesion $1,078.39 $1,078.39 90 10% 69% 21% 0 2 1 2 1 0 R
24116 Remove/graft bone lesion $1,278.91 $1,278.91 90 10% 69% 21% 0 2 1 2 0 0 R
24120 Remove elbow lesion $722.29 $722.29 90 10% 69% 21% 0 2 1 0 0 0 R
24125 Remove/graft bone lesion $769.77 $769.77 90 10% 69% 21% 0 2 1 2 1 0 R
24126 Remove/graft bone lesion $848.57 $848.57 90 10% 69% 21% 0 2 1 2 0 0 R
24130 Removal of head of radius $699.56 $699.56 90 10% 69% 21% 0 2 1 1 1 0 R
24134 Removal of arm bone lesion $1,380.94 $1,380.94 90 10% 69% 21% 0 2 1 2 0 0 R
24136 Remove radius bone lesion $795.03 $795.03 90 10% 69% 21% 0 2 1 1 0 0 R
24138 Remove elbow bone lesion $858.16 $858.16 90 10% 69% 21% 0 2 1 2 0 0 R
24140 Partial removal of arm bone $1,358.72 $1,358.72 90 10% 69% 21% 0 2 1 2 0 0 R
24145 Partial removal of radius $1,002.62 $1,002.62 90 10% 69% 21% 0 2 1 1 1 0 R
24147 Partial removal of elbow $1,000.10 $1,000.10 90 10% 69% 21% 0 2 1 1 1 0 R
24149 Radical resection of elbow $1,361.24 $1,361.24 90 10% 69% 21% 0 2 1 2 1 0 R
24150 Extensive humerus surgery $1,496.61 $1,496.61 90 10% 69% 21% 0 2 1 2 1 0 R
24151 Extensive humerus surgery $1,715.32 $1,715.32 90 10% 69% 21% 0 2 1 2 1 0 R
24152 Extensive radius surgery $1,058.69 $1,058.69 90 10% 69% 21% 0 2 1 2 1 0 R
24153 Extensive radius surgery $987.47 $987.47 90 10% 69% 21% 0 2 1 0 0 0 R
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24155 Removal of elbow joint $1,135.97 $1,135.97 90 10% 69% 21% 0 2 1 2 1 0 R
24160 Remove elbow joint implant $830.38 $830.38 90 10% 69% 21% 0 2 1 1 1 0 R
24164 Remove radius head implant $698.55 $698.55 90 10% 69% 21% 0 2 1 1 1 0 R
24200 Removal of arm foreign body $389.94 $259.62 10 10% 80% 10% 0 2 1 0 0 0 R
24201 Removal of arm foreign body $679.86 $606.12 90 10% 69% 21% 0 2 1 1 0 0 R
24220 Injection for elbow x-ray $637.94 $92.43 0 0% 0% 0% 0 2 1 0 0 0 R
24300 Manipulate elbow w/anesth $486.92 $486.92 90 10% 69% 21% 0 2 0 1 0 0 R
24301 Muscle/tendon transfer $1,026.36 $1,026.36 90 10% 69% 21% 0 2 0 2 1 0 R
24305 Arm tendon lengthening $804.12 $804.12 90 10% 69% 21% 0 2 0 0 0 0 R
24310 Revision of arm tendon $758.66 $758.66 90 10% 69% 21% 0 2 0 0 0 0 R
24320 Repair of arm tendon $1,144.05 $1,144.05 90 10% 69% 21% 0 2 0 2 1 0 R
24330 Revision of arm muscles $976.36 $976.36 90 10% 69% 21% 0 2 1 2 0 0 R
24331 Revision of arm muscles $1,060.71 $1,060.71 90 10% 69% 21% 0 2 1 2 0 0 R
24332 Tenolysis, triceps $669.76 $669.76 90 10% 69% 21% 0 2 0 1 0 0 R
24340 Repair of biceps tendon $832.40 $832.40 920 10% 69% 21% 0 2 1 2 1 0 R
24341 Repair arm tendon/muscle $838.47 $838.47 90 10% 69% 21% 0 2 1 2 1 0 R
24342 Repair of ruptured tendon $1,067.78 $1,067.78 a0 10% 69% 21% 0 2 1 2 1 0 R
24343 Repr elbow lat ligmnt witiss $884.43 $884.43 90 10% 69% 21% 0 2 1 2 1 0 R
24344 Reconstruct elbow lat ligmnt $1,331.95 $1,331.95 90 10% 69% 21% 0 2 1 2 1 0 R
24345 Repr elbw med ligmnt wi/tiss $884.43 $884.43 90 10% 69% 21% 0 2 1 2 1 0 R
24346 Reconstruct elbow med ligmnt $1,331.95 $1,331.95 90 10% 69% 21% 0 2 1 2 1 0 R
24350 Repair of tennis elbow $610.16 $610.16 90 10% 69% 21% 0 2 1 0 0 0 R
24351 Repair of tennis elbow $671.28 $671.28 920 10% 69% 21% 0 2 1 0 0 0 R
24352 Repair of tennis elbow $715.22 $715.22 90 10% 69% 21% 0 2 1 2 1 0 R
24354 Repair of tennis elbow $708.66 $708.66 90 10% 69% 21% 0 2 1 1 0 0 R
24356 Revision of tennis elbow $737.95 $737.95 90 10% 69% 21% 0 2 1 0 0 0 R
24360 Reconstruct elbow joint $1,207.69 $1,207.69 90 10% 69% 21% 0 2 1 2 1 0 R
24361 Reconstruct elbow joint $1,358.21 $1,358.21 90 10% 69% 21% 0 2 1 2 1 0 R
24362 Reconstruct elbow joint $1,402.16 $1,402.16 90 10% 69% 21% 0 2 1 2 0 0 R
24363 Replace elbow joint $1,728.45 $1,728.45 90 10% 69% 21% 0 2 1 2 0 0 R
24365 Reconstruct head of radius $869.78 $869.78 90 10% 69% 21% 0 2 1 2 1 0 R
24366 Reconstruct head of radius $939.99 $939.99 90 10% 69% 21% 0 2 1 2 1 0 R
24400 Revision of humerus $1,250.63 $1,250.63 90 10% 69% 21% 0 2 1 2 1 0 R
24410 Revision of humerus $1,517.83 $1,517.83 90 10% 69% 21% 0 2 1 2 1 0 R
24420 Revision of humerus $1,564.80 $1,564.80 920 10% 69% 21% 0 2 1 2 1 0 R
24430 Repair of humerus $1,369.33 $1,369.33 90 10% 69% 21% 0 2 1 2 1 0 R
24435 Repair humerus with graft $1,445.09 $1,445.09 90 10% 69% 21% 0 2 1 2 1 0 R
24470 Revision of elbow joint $822.30 $822.30 90 10% 69% 21% 0 2 1 2 0 0 R
24495 Decompression of forearm $969.79 $969.79 90 10% 69% 21% 0 2 1 0 0 0 R
24498 Reinforce humerus $1,290.53 $1,290.53 90 10% 69% 21% 0 2 1 2 1 0 R
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24500 Treat humerus fracture $436.41 $349.02 90 10% 69% 21% 0 2 1 1 0 0 R
24505 Treat humerus fracture $740.48 $634.91 90 10% 69% 21% 0 2 1 1 0 0 R
24515 Treat humerus fracture $1,228.91 $1,228.91 90 10% 69% 21% 0 2 1 2 1 0 R
24516 Treat humerus fracture $1,252.14 $1,252.14 90 10% 69% 21% 0 2 1 2 2 0 R
24530 Treat humerus fracture $509.65 $441.96 90 10% 69% 21% 0 2 1 1 0 0 R
24535 Treat humerus fracture $831.39 $724.31 90 10% 69% 21% 0 2 1 1 0 0 R
24538 Treat humerus fracture $1,062.73 $1,062.73 90 10% 69% 21% 0 2 1 1 0 0 R
24545 Treat humerus fracture $1,101.12 $1,101.12 90 10% 69% 21% 0 2 1 2 1 0 R
24546 Treat humerus fracture $1,569.85 $1,569.85 90 10% 69% 21% 0 2 1 2 2 0 R
24560 Treat humerus fracture $402.56 $318.72 90 10% 69% 21% 0 2 1 1 0 0 R
24565 Treat humerus fracture $720.27 $604.60 90 10% 69% 21% 0 2 1 1 0 0 R
24566 Treat humerus fracture $941.51 $941.51 90 10% 69% 21% 0 2 1 1 0 0 R
24575 Treat humerus fracture $1,023.33 $1,023.33 90 10% 69% 21% 0 2 1 2 1 0 R
24576 Treat humerus fracture $393.98 $324.27 90 10% 69% 21% 0 2 1 1 0 0 R
24577 Treat humerus fracture $741.49 $634.41 90 10% 69% 21% 0 2 1 1 0 0 R
24579 Treat humerus fracture $1,221.84 $1,221.84 90 10% 69% 21% 0 2 1 2 1 0 R
24582 Treat humerus fracture $1,009.19 $1,009.19 90 10% 69% 21% 0 2 1 1 0 0 R
24586 Treat elbow fracture $1,417.82 $1,417.82 90 10% 69% 21% 0 2 1 2 1 0 R
24587 Treat elbow fracture $1,410.74 $1,410.74 90 10% 69% 21% 0 2 1 2 1 0 R
24600 Treat elbow dislocation $578.84 $492.47 90 10% 69% 21% 0 2 1 1 0 0 R
24605 Treat elbow dislocation $555.61 $555.61 90 10% 69% 21% 0 2 1 1 0 0 R
24615 Treat elbow dislocation $928.37 $928.37 90 10% 69% 21% 0 2 1 2 1 0 R
24620 Treat elbow fracture $723.30 $723.30 90 10% 69% 21% 0 2 1 0 0 0 R
24635 Treat elbow fracture $1,577.43 $1,577.43 90 10% 69% 21% 0 2 1 2 1 0 R
24640 Treat elbow dislocation $235.38 $160.12 10 10% 80% 10% 0 2 1 0 0 0 R
24650 Treat radius fracture $351.55 $268.21 90 10% 69% 21% 0 2 1 1 0 0 R
24655 Treat radius fracture $617.23 $509.65 90 10% 69% 21% 0 2 1 1 0 0 R
24665 Treat radius fracture $931.40 $931.40 90 10% 69% 21% 0 2 1 2 1 0 R
24666 Treat radius fracture $1,046.57 $1,046.57 90 10% 69% 21% 0 2 1 2 1 0 R
24670 Treat ulnar fracture $369.23 $298.51 90 10% 69% 21% 0 2 1 1 0 0 R
24675 Treat ulnar fracture $647.03 $541.97 90 10% 69% 21% 0 2 1 1 0 0 R
24685 Treat ulnar fracture $988.48 $988.48 90 10% 69% 21% 0 2 1 2 1 0 R
24800 Fusion of elbow joint $1,121.32 $1,121.32 90 10% 69% 21% 0 2 1 2 1 0 R
24802 Fusion/graft of elbow joint $1,346.60 $1,346.60 90 10% 69% 21% 0 2 1 2 0 0 R
24900 Amputation of upper arm $1,107.18 $1,107.18 90 10% 69% 21% 0 2 1 2 1 0 R
24920 Amputation of upper arm $1,238.00 $1,238.00 90 10% 69% 21% 0 2 1 2 1 0 R
24925 Amputation follow-up surgery $883.42 $883.42 90 10% 69% 21% 0 2 1 2 0 0 R
24930 Amputation follow-up surgery $1,115.77 $1,115.77 90 10% 69% 21% 0 2 1 2 0 0 R
24931 Amputate upper arm & implant $1,291.54 $1,291.54 90 10% 69% 21% 0 2 1 2 0 0 R
24935 Revision of amputation $1,515.30 $1,515.30 90 10% 69% 21% 0 2 1 0 0 0 R
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24940 Revision of upper arm $1,482.87 $1,482.87 90 10% 69% 21% 0 2 1 2 0 0 F
24999 Upper arm/elbow surgery By Report By Report 90 0% 0% 0% 0 2 1 0 1 1 N
25000 Incision of tendon sheath $569.25 $569.25 90 10% 69% 21% 0 2 1 1 0 0 R
25001 Incise flexor carpi radialis $406.10 $406.10 90 10% 69% 21% 0 2 1 1 0 0 R
25020 Decompress forearm 1 space $912.21 $912.21 90 10% 69% 21% 0 2 1 1 0 0 R
25023 Decompress forearm 1 space $1,600.66 $1,600.66 90 10% 69% 21% 0 2 1 0 0 0 R
25024 Decompress forearm 2 spaces $939.49 $939.49 90 10% 69% 21% 0 2 1 1 0 0 R
25025 Decompress forarm 2 spaces $1,517.83 $1,517.83 90 10% 69% 21% 0 2 1 0 0 0 R
25028 Drainage of forearm lesion $807.65 $807.65 90 10% 69% 21% 0 2 1 1 0 0 R
25031 Drainage of forearm bursa $749.57 $749.57 90 10% 69% 21% 0 2 1 0 0 0 R
25035 Treat forearm bone lesion $1,232.95 $1,232.95 a0 10% 69% 21% 0 2 1 0 0 0 R
25040 Explore/treat wrist joint $876.85 $876.85 90 10% 69% 21% 0 2 1 0 0 0 R
25065 Biopsy forearm soft tissues $233.36 $233.36 10 10% 80% 10% 0 2 1 1 0 0 R
25066 Biopsy forearm soft tissues $654.61 $654.61 90 10% 69% 21% 0 2 1 1 0 0 R
25075 Remove forearm lesion subcut $566.72 $566.72 90 10% 69% 21% 0 2 1 1 0 0 R
25076 Remove forearm lesion deep $916.76 $916.76 90 10% 69% 21% 0 2 1 1 0 0 R
25077 Remove tumor, forearm/wrist $1,330.94 $1,330.94 90 10% 69% 21% 0 2 1 1 0 0 R
25085 Incision of wrist capsule $879.38 $879.38 90 10% 69% 21% 0 2 1 2 0 0 R
25100 Biopsy of wrist joint $622.79 $622.79 90 10% 69% 21% 0 2 1 0 0 0 R
25101 Explore/treat wrist joint $654.10 $654.10 90 10% 69% 21% 0 2 1 0 0 0 R
25105 Remove wrist joint lining $896.05 $896.05 90 10% 69% 21% 0 2 1 0 1 0 R
25107 Remove wrist joint cartilage $936.46 $936.46 90 10% 69% 21% 0 2 1 2 1 0 R
25110 Remove wrist tendon lesion $671.28 $671.28 a0 10% 69% 21% 0 2 1 1 0 0 R
25111 Remove wrist tendon lesion $528.33 $528.33 90 10% 69% 21% 0 2 1 1 0 0 R
25112 Reremove wrist tendon lesion $627.33 $627.33 90 10% 69% 21% 0 2 1 1 0 0 R
25115 Remove wrist/forearm lesion $1,362.76 $1,362.76 90 10% 69% 21% 0 2 1 1 0 0 R
25116 Remove wrist/forearm lesion $1,218.30 $1,218.30 90 10% 69% 21% 0 2 1 0 1 0 R
25118 Excise wrist tendon sheath $645.01 $645.01 90 10% 69% 21% 0 2 1 1 0 0 R
25119 Partial removal of ulna $918.27 $918.27 90 10% 69% 21% 0 2 1 2 1 0 R
25120 Removal of forearm lesion $1,096.07 $1,096.07 90 10% 69% 21% 0 2 1 0 1 0 R
25125 Remove/graft forearm lesion $1,236.99 $1,236.99 90 10% 69% 21% 0 2 1 0 0 0 R
25126 Remove/graft forearm lesion $1,221.84 $1,221.84 90 10% 69% 21% 0 2 1 2 0 0 R
25130 Removal of wrist lesion $714.21 $714.21 90 10% 69% 21% 0 2 1 0 0 0 R
25135 Remove & graft wrist lesion $838.97 $838.97 90 10% 69% 21% 0 2 1 2 1 0 R
25136 Remove & graft wrist lesion $794.02 $794.02 90 10% 69% 21% 0 2 1 2 1 0 R
25145 Remove forearm bone lesion $1,139.00 $1,139.00 90 10% 69% 21% 0 2 1 2 0 0 R
25150 Partial removal of ulna $1,005.15 $1,005.15 90 10% 69% 21% 0 2 1 1 1 0 R
25151 Partial removal of radius $1,234.46 $1,234.46 90 10% 69% 21% 0 2 1 2 1 0 R
25170 Extensive forearm surgery $1,511.26 $1,511.26 90 10% 69% 21% 0 2 1 2 1 0 R
25210 Removal of wrist bone $771.29 $771.29 90 10% 69% 21% 0 2 0 0 1 0 R
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25215 Removal of wrist bones $1,061.22 $1,061.22 90 10% 69% 21% 0 2 0 2 1 0 R
25230 Partial removal of radius $707.65 $707.65 90 10% 69% 21% 0 2 1 1 1 0 R
25240 Partial removal of ulna $836.45 $836.45 90 10% 69% 21% 0 2 1 0 1 0 R
25246 Injection for wrist x-ray $596.02 $101.53 0 0% 0% 0% 0 2 1 1 0 0 R
25248 Remove forearm foreign body $822.81 $822.81 90 10% 69% 21% 0 2 1 1 0 0 R
25250 Removal of wrist prosthesis $818.26 $818.26 90 10% 69% 21% 0 2 1 2 0 0 R
25251 Removal of wrist prosthesis $1,163.25 $1,163.25 90 10% 69% 21% 0 2 0 2 0 0 R
25259 Manipulate wrist w/anesthes $481.36 $481.36 90 10% 69% 21% 0 2 0 1 0 0 R
25260 Repair forearm tendon/muscle $1,302.15 $1,302.15 90 10% 69% 21% 0 2 0 1 0 0 R
25263 Repair forearm tendon/muscle $1,227.39 $1,227.39 90 10% 69% 21% 0 2 0 2 0 0 R
25265 Repair forearm tendon/muscle $1,414.79 $1,414.79 90 10% 69% 21% 0 2 0 2 0 0 R
25270 Repair forearm tendon/muscle $1,149.10 $1,149.10 90 10% 69% 21% 0 2 0 0 0 0 R
25272 Repair forearm tendon/muscle $1,229.92 $1,229.92 90 10% 69% 21% 0 2 0 0 0 0 R
25274 Repair forearm tendon/muscle $1,367.81 $1,367.81 90 10% 69% 21% 0 2 0 0 1 0 R
25275 Repair forearm tendon sheath $853.11 $853.11 90 10% 69% 21% 0 2 0 0 1 0 R
25280 Revise wrist/forearm tendon $1,203.65 $1,203.65 90 10% 69% 21% 0 2 0 0 1 0 R
25290 Incise wrist/forearm tendon $1,218.30 $1,218.30 90 10% 69% 21% 0 2 0 1 0 0 R
25295 Release wrist/forearm tendon $1,134.96 $1,134.96 90 10% 69% 21% 0 2 0 1 0 0 R
25300 Fusion of tendons at wrist $994.04 $994.04 90 10% 69% 21% 0 2 1 2 0 0 R
25301 Fusion of tendons at wrist $980.90 $980.90 90 10% 69% 21% 0 2 1 2 0 0 R
25310 Transplant forearm tendon $1,288.00 $1,288.00 90 10% 69% 21% 0 2 0 2 1 0 R
25312 Transplant forearm tendon $1,407.21 $1,407.21 90 10% 69% 21% 0 2 0 2 1 0 R
25315 Revise palsy hand tendon(s) $1,509.24 $1,509.24 90 10% 69% 21% 0 2 1 2 0 0 R
25316 Revise palsy hand tendon(s) $1,624.91 $1,624.91 90 10% 69% 21% 0 2 1 2 0 0 R
25320 Repair/revise wrist joint $1,179.41 $1,179.41 90 10% 69% 21% 0 2 1 2 0 0 R
25332 Revise wrist joint $1,235.47 $1,235.47 90 10% 69% 21% 0 2 1 2 0 0 R
25335 Realignment of hand $1,404.18 $1,404.18 90 10% 69% 21% 0 2 1 2 0 0 R
25337 Reconstruct ulna/radioulnar $1,264.77 $1,264.77 90 10% 69% 21% 0 2 1 1 0 0 R
25350 Revision of radius $1,337.00 $1,337.00 90 10% 69% 21% 0 2 1 2 0 0 R
25355 Revision of radius $1,442.06 $1,442.06 90 10% 69% 21% 0 2 1 2 0 0 R
25360 Revision of ulna $1,328.41 $1,328.41 90 10% 69% 21% 0 2 1 2 1 0 R
25365 Revise radius & ulna $1,643.09 $1,643.09 90 10% 69% 21% 0 2 1 2 0 0 R
25370 Revise radius or ulna $1,653.19 $1,653.19 90 10% 69% 21% 0 2 1 2 0 0 R
25375 Revise radius & ulna $1,564.29 $1,564.29 90 10% 69% 21% 0 2 1 2 1 0 R
25390 Shorten radius or ulna $1,461.76 $1,461.76 90 10% 69% 21% 0 2 1 2 1 0 R
25391 Lengthen radius or ulna $1,721.38 $1,721.38 90 10% 69% 21% 0 2 1 2 1 0 R
25392 Shorten radius & ulna $1,561.77 $1,561.77 90 10% 69% 21% 0 2 1 2 0 0 R
25393 Lengthen radius & ulna $1,976.46 $1,976.46 90 10% 69% 21% 0 2 1 2 0 0 R
25394 Repair carpal bone, shorten $995.55 $995.55 90 10% 69% 21% 0 2 1 2 1 0 R
25400 Repair radius or ulna $1,523.38 $1,523.38 90 10% 69% 21% 0 2 1 2 1 0 R
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25405 Repair/graft radius or ulna $1,836.54 $1,836.54 90 10% 69% 21% 0 2 1 2 1 0 R
25415 Repair radius & ulna $1,718.86 $1,718.86 90 10% 69% 21% 0 2 1 2 1 0 R
25420 Repair/graft radius & ulna $2,012.32 $2,012.32 90 10% 69% 21% 0 2 1 2 1 0 R
25425 Repair/graft radius or ulna $1,988.07 $1,988.07 90 10% 69% 21% 0 2 1 2 1 0 R
25426 Repair/graft radius & ulna $1,805.73 $1,805.73 90 10% 69% 21% 0 2 1 2 1 0 R
25430 Vasc graft into carpal bone $883.92 $883.92 90 10% 69% 21% 0 2 0 1 0 0 R
25431 Repair nonunion carpal bone $871.80 $871.80 90 10% 69% 21% 0 2 1 2 1 0 R
25440 Repair/graft wrist bone $1,142.03 $1,142.03 90 10% 69% 21% 0 2 1 2 1 0 R
25441 Reconstruct wrist joint $1,342.05 $1,342.05 90 10% 69% 21% 0 2 1 2 1 0 R
25442 Reconstruct wrist joint $1,176.38 $1,176.38 90 10% 69% 21% 0 2 1 2 1 0 R
25443 Reconstruct wrist joint $1,249.62 $1,249.62 90 10% 69% 21% 0 2 1 2 1 0 R
25444 Reconstruct wrist joint $1,343.57 $1,343.57 90 10% 69% 21% 0 2 1 2 0 0 R
25445 Reconstruct wrist joint $1,223.35 $1,223.35 90 10% 69% 21% 0 2 1 1 1 0 R
25446 Wrist replacement $1,652.18 $1,652.18 90 10% 69% 21% 0 2 1 2 1 0 R
25447 Repair wrist joint(s) $1,147.08 $1,147.08 90 10% 69% 21% 0 2 1 2 1 0 R
25449 Remove wrist joint implant $1,621.37 $1,621.37 90 10% 69% 21% 0 2 1 2 1 0 R
25450 Revision of wrist joint $1,138.50 $1,138.50 90 10% 69% 21% 0 2 1 1 0 0 R
25455 Revision of wrist joint $1,294.07 $1,294.07 90 10% 69% 21% 0 2 1 1 0 0 R
25490 Reinforce radius $1,376.90 $1,376.90 90 10% 69% 21% 0 2 1 2 0 0 R
25491 Reinforce ulna $1,420.85 $1,420.85 90 10% 69% 21% 0 2 1 2 0 0 R
25492 Reinforce radius and ulna $1,502.17 $1,502.17 a0 10% 69% 21% 0 2 1 2 0 0 R
25500 Treat fracture of radius $351.55 $283.87 90 10% 69% 21% 0 2 1 1 0 0 R
25505 Treat fracture of radius $689.46 $576.32 90 10% 69% 21% 0 2 1 1 0 0 R
25515 Treat fracture of radius $1,017.78 $1,017.78 90 10% 69% 21% 0 2 1 2 1 0 R
25520 Treat fracture of radius $755.12 $667.24 90 10% 69% 21% 0 2 1 1 0 0 R
25525 Treat fracture of radius $1,273.36 $1,273.36 90 10% 69% 21% 0 2 1 2 2 0 R
25526 Treat fracture of radius $1,486.51 $1,486.51 90 10% 69% 21% 0 2 1 2 2 0 R
25530 Treat fracture of ulna $330.34 $261.64 90 10% 69% 21% 0 2 1 1 0 0 R
25535 Treat fracture of ulna $678.85 $575.81 90 10% 69% 21% 0 2 1 1 0 0 R
25545 Treat fracture of ulna $998.08 $998.08 90 10% 69% 21% 0 2 1 2 1 0 R
25560 Treat fracture radius & ulna $351.04 $282.35 90 10% 69% 21% 0 2 1 1 0 0 R
25565 Treat fracture radius & ulna $721.28 $614.71 90 10% 69% 21% 0 2 1 1 0 0 R
25574 Treat fracture radius & ulna $833.92 $833.92 90 10% 69% 21% 0 2 1 2 2 0 R
25575 Treat fracture radius/ulna $1,128.39 $1,128.39 90 10% 69% 21% 0 2 1 2 1 0 R
25600 Treat fracture radius/ulna $376.30 $303.06 90 10% 69% 21% 0 2 1 1 0 0 R
25605 Treat fracture radius/ulna $739.97 $634.41 90 10% 69% 21% 0 2 1 1 0 0 R
25611 Treat fracture radius/ulna $944.03 $944.03 90 10% 69% 21% 0 2 1 1 0 0 R
25620 Treat fracture radius/ulna $967.27 $967.27 90 10% 69% 21% 0 2 1 2 0 0 R
25622 Treat wrist bone fracture $372.26 $302.05 90 10% 69% 21% 0 2 1 1 0 0 R
25624 Treat wrist bone fracture $628.34 $523.28 90 10% 69% 21% 0 2 1 0 0 0 R
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25628 Treat wrist bone fracture $960.70 $960.70 90 10% 69% 21% 0 2 1 2 0 0 R
25630 Treat wrist bone fracture $396.50 $322.25 90 10% 69% 21% 0 2 1 1 0 0 R
25635 Treat wrist bone fracture $615.21 $496.01 90 10% 69% 21% 0 2 1 0 0 0 R
25645 Treat wrist bone fracture $887.46 $887.46 90 10% 69% 21% 0 2 1 2 0 0 R
25650 Treat wrist bone fracture $409.64 $332.36 90 10% 69% 21% 0 2 1 1 0 0 R
25651 Pin ulnar styloid fracture $520.76 $520.76 90 10% 69% 21% 0 2 0 0 0 0 R
25652 Treat fracture ulnar styloid $770.78 $770.78 90 10% 69% 21% 0 2 0 1 1 0 R
25660 Treat wrist dislocation $539.45 $539.45 90 10% 69% 21% 0 2 1 0 0 0 R
25670 Treat wrist dislocation $925.34 $925.34 90 10% 69% 21% 0 2 1 2 1 0 R
25671 Pin radioulnar dislocation $636.93 $636.93 90 10% 69% 21% 0 2 0 1 0 0 R
25675 Treat wrist dislocation $642.49 $531.37 90 10% 69% 21% 0 2 1 0 0 0 R
25676 Treat wrist dislocation $931.40 $931.40 90 10% 69% 21% 0 2 1 2 0 0 R
25680 Treat wrist fracture $653.09 $653.09 90 10% 69% 21% 0 2 1 0 0 0 R
25685 Treat wrist fracture $1,059.19 $1,059.19 90 10% 69% 21% 0 2 1 2 0 0 R
25690 Treat wrist dislocation $663.20 $663.20 90 10% 69% 21% 0 2 1 0 0 0 R
25695 Treat wrist dislocation $953.63 $953.63 90 10% 69% 21% 0 2 1 2 1 0 R
25800 Fusion of wrist joint $1,094.55 $1,094.55 90 10% 69% 21% 0 2 1 2 1 0 R
25805 Fusion/graft of wrist joint $1,216.28 $1,216.28 90 10% 69% 21% 0 2 1 2 1 0 R
25810 Fusion/graft of wrist joint $1,161.22 $1,161.22 90 10% 69% 21% 0 2 1 2 1 0 R
25820 Fusion of hand bones $897.56 $897.56 90 10% 69% 21% 0 2 1 2 1 0 R
25825 Fuse hand bones with graft $1,047.58 $1,047.58 90 10% 69% 21% 0 2 1 2 1 0 R
25830 Fusion, radioulnar jnt/ulna $1,420.85 $1,420.85 90 10% 69% 21% 0 2 1 2 1 0 R
25900 Amputation of forearm $1,261.23 $1,261.23 90 10% 69% 21% 0 2 1 0 0 0 R
25905 Amputation of forearm $1,225.37 $1,225.37 90 10% 69% 21% 0 2 1 2 0 0 R
25907 Amputation follow-up surgery $1,209.21 $1,209.21 90 10% 69% 21% 0 2 1 2 0 0 R
25909 Amputation follow-up surgery $1,230.93 $1,230.93 90 10% 69% 21% 0 2 1 2 0 0 R
25915 Amputation of forearm $1,720.88 $1,720.88 90 10% 69% 21% 0 2 1 2 0 0 R
25920 Amputate hand at wrist $992.52 $992.52 90 10% 69% 21% 0 2 1 0 0 0 R
25922 Amputate hand at wrist $794.52 $794.52 90 10% 69% 21% 0 2 1 2 0 0 R
25924 Amputation follow-up surgery $985.45 $985.45 90 10% 69% 21% 0 2 1 2 0 0 R
25927 Amputation of hand $1,200.62 $1,200.62 90 10% 69% 21% 0 2 1 0 0 0 R
25929 Amputation follow-up surgery $793.51 $793.51 90 10% 69% 21% 0 2 1 2 0 0 R
25931 Amputation follow-up surgery $1,231.43 $1,231.43 90 10% 69% 21% 0 2 1 1 0 0 R
25999 Forearm or wrist surgery By Report By Report 90 0% 0% 0% 0 2 1 0 1 1 N
26010 Drainage of finger abscess $350.03 $283.87 10 10% 80% 10% 0 2 0 1 0 0 R
26011 Drainage of finger abscess $501.56 $451.05 10 10% 80% 10% 0 2 0 1 0 0 R
26020 Drain hand tendon sheath $925.85 $925.85 90 10% 69% 21% 0 2 0 1 0 0 R
26025 Drainage of palm bursa $942.01 $942.01 90 10% 69% 21% 0 2 0 0 0 0 R
26030 Drainage of palm bursa(s) $1,041.01 $1,041.01 90 10% 69% 21% 0 2 0 0 0 0 R
26034 Treat hand bone lesion $1,100.61 $1,100.61 90 10% 69% 21% 0 2 0 1 0 0 R
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26035 Decompress fingers/hand $1,294.07 $1,294.07 a0 10% 69% 21% 0 2 0 0 0 0 R
26037 Decompress fingers/hand $1,044.04 $1,044.04 90 10% 69% 21% 0 2 0 0 0 0 R
26040 Release palm contracture $841.50 $841.50 90 10% 69% 21% 0 2 1 1 0 0 R
26045 Release palm contracture $1,030.91 $1,030.91 90 10% 69% 21% 0 2 1 1 0 0 R
26055 Incise finger tendon sheath $563.19 $541.47 90 10% 69% 21% 0 2 0 1 0 0 R
26060 Incision of finger tendon $540.96 $540.96 90 10% 69% 21% 0 2 0 0 0 0 R
26070 Explore/treat hand joint $795.03 $795.03 90 10% 69% 21% 0 2 1 1 0 0 R
26075 Explore/treat finger joint $842.00 $842.00 90 10% 69% 21% 0 2 1 1 0 0 R
26080 Explore/treat finger joint $901.10 $901.10 90 10% 69% 21% 0 2 0 1 0 0 R
26100 Biopsy hand joint lining $631.88 $631.88 90 10% 69% 21% 0 2 1 0 0 0 R
26105 Biopsy finger joint lining $864.73 $864.73 90 10% 69% 21% 0 2 1 0 0 0 R
26110 Biopsy finger joint lining $829.88 $829.88 90 10% 69% 21% 0 2 0 1 0 0 R
26115 Remove hand lesion subcut $603.09 $603.09 90 10% 69% 21% 0 2 0 1 0 0 R
26116 Remove hand lesion, deep $1,014.24 $1,014.24 90 10% 69% 21% 0 2 0 1 0 0 R
26117 Remove tumor, hand/finger $1,254.16 $1,254.16 90 10% 69% 21% 0 2 0 1 0 0 R
26121 Release palm contracture $1,220.83 $1,220.83 90 10% 69% 21% 0 2 1 1 0 0 R
26123 Release palm contracture $1,364.78 $1,364.78 90 10% 69% 21% 0 2 1 1 0 0 R
26125 Release palm contracture $385.90 $385.90 0 0% 0% 0% 0 0 0 1 0 0 R
26130 Remove wrist joint lining $1,094.05 $1,094.05 90 10% 69% 21% 0 2 1 1 0 0 R
26135 Revise finger joint, each $1,252.65 $1,252.65 90 10% 69% 21% 0 2 0 0 0 0 R
26140 Revise finger joint, each $1,172.34 $1,172.34 90 10% 69% 21% 0 2 0 1 0 0 R
26145 Tendon excision, palm/finger $1,207.19 $1,207.19 90 10% 69% 21% 0 2 0 1 0 0 R
26160 Remove tendon sheath lesion $577.83 $575.31 90 10% 69% 21% 0 2 0 1 0 0 R
26170 Removal of palm tendon, each $697.54 $697.54 90 10% 69% 21% 0 2 0 0 0 0 R
26180 Removal of finger tendon $753.61 $753.61 90 10% 69% 21% 0 2 0 0 0 0 R
26185 Remove finger bone $736.44 $736.44 90 10% 69% 21% 0 2 1 2 1 0 R
26200 Remove hand bone lesion $1,016.77 $1,016.77 90 10% 69% 21% 0 2 0 0 0 0 R
26205 Remove/graft bone lesion $1,206.18 $1,206.18 90 10% 69% 21% 0 2 0 1 0 0 R
26210 Removal of finger lesion $1,014.24 $1,014.24 90 10% 69% 21% 0 2 0 1 0 0 R
26215 Remove/graft finger lesion $1,145.57 $1,145.57 90 10% 69% 21% 0 2 0 1 0 0 R
26230 Partial removal of hand bone $1,006.66 $1,006.66 90 10% 69% 21% 0 2 0 0 0 0 R
26235 Partial removal, finger bone $981.41 $981.41 90 10% 69% 21% 0 2 0 0 0 0 R
26236 Partial removal, finger bone $936.46 $936.46 90 10% 69% 21% 0 2 0 1 0 0 R
26250 Extensive hand surgery $1,298.61 $1,298.61 90 10% 69% 21% 0 2 0 0 0 0 R
26255 Extensive hand surgery $1,619.86 $1,619.86 90 10% 69% 21% 0 2 0 2 1 0 R
26260 Extensive finger surgery $1,221.33 $1,221.33 90 10% 69% 21% 0 2 0 2 0 0 R
26261 Extensive finger surgery $1,309.72 $1,309.72 90 10% 69% 21% 0 2 0 2 0 0 R
26262 Partial removal of finger $1,067.28 $1,067.28 90 10% 69% 21% 0 2 0 2 0 0 R
26320 Removal of implant from hand $886.45 $886.45 90 10% 69% 21% 0 2 0 1 0 0 R
26340 Manipulate finger w/anesth $368.72 $368.72 90 10% 69% 21% 0 2 0 1 0 0 R
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26350 Repair finger/hand tendon $1,361.75 $1,361.75 90 10% 69% 21% 0 2 0 1 0 0 R
26352 Repair/graft hand tendon $1,428.93 $1,428.93 90 10% 69% 21% 0 2 0 2 1 0 R
26356 Repair finger/hand tendon $1,543.08 $1,543.08 20 10% 69% 21% 0 2 0 1 0 0 R
26357 Repair finger/hand tendon $1,556.72 $1,556.72 90 10% 69% 21% 0 2 0 2 0 0 R
26358 Repair/graft hand tendon $1,644.61 $1,644.61 90 10% 69% 21% 0 2 0 2 0 0 R
26370 Repair finger/hand tendon $1,443.58 $1,443.58 90 10% 69% 21% 0 2 0 0 0 0 R
26372 Repair/graft hand tendon $1,524.39 $1,524.39 90 10% 69% 21% 0 2 0 2 0 0 R
26373 Repair finger/hand tendon $1,601.17 $1,601.17 90 10% 69% 21% 0 2 0 2 0 0 R
26390 Revise hand/finger tendon $1,366.80 $1,366.80 90 10% 69% 21% 0 2 0 2 1 0 R
26392 Repair/graft hand tendon $1,739.56 $1,739.56 90 10% 69% 21% 0 2 0 2 1 0 R
26410 Repair hand tendon $1,084.45 $1,084.45 920 10% 69% 21% 0 2 0 1 0 0 R
26412 Repair/graft hand tendon $1,206.68 $1,206.68 90 10% 69% 21% 0 2 0 0 0 0 R
26415 Excision, hand/finger tendon $1,373.37 $1,373.37 90 10% 69% 21% 0 2 0 0 0 0 R
26416 Graft hand or finger tendon $1,483.48 $1,483.48 90 10% 69% 21% 0 2 0 1 0 0 R
26418 Repair finger tendon $1,066.77 $1,066.77 90 10% 69% 21% 0 2 0 1 0 0 R
26420 Repair/graft finger tendon $1,286.49 $1,286.49 90 10% 69% 21% 0 2 0 2 0 0 R
26426 Repair finger/hand tendon $1,208.70 $1,208.70 90 10% 69% 21% 0 2 0 1 0 0 R
26428 Repair/graft finger tendon $1,213.25 $1,213.25 90 10% 69% 21% 0 2 0 0 0 0 R
26432 Repair finger tendon $908.67 $908.67 920 10% 69% 21% 0 2 0 1 0 0 R
26433 Repair finger tendon $986.46 $986.46 90 10% 69% 21% 0 2 0 1 0 0 R
26434 Repair/graft finger tendon $1,115.77 $1,115.77 90 10% 69% 21% 0 2 0 2 0 0 R
26437 Realignment of tendons $1,043.03 $1,043.03 90 10% 69% 21% 0 2 0 1 0 0 R
26440 Release palm/finger tendon $1,219.31 $1,219.31 a0 10% 69% 21% 0 2 0 1 0 0 R
26442 Release palm & finger tendon $1,435.49 $1,435.49 90 10% 69% 21% 0 2 0 1 0 0 R
26445 Release hand/finger tendon $1,169.81 $1,169.81 90 10% 69% 21% 0 2 0 1 0 0 R
26449 Release forearm/hand tendon $1,412.76 $1,412.76 90 10% 69% 21% 0 2 0 0 0 0 R
26450 Incision of palm tendon $646.53 $646.53 90 10% 69% 21% 0 2 0 0 0 0 R
26455 Incision of finger tendon $628.34 $628.34 90 10% 69% 21% 0 2 0 0 0 0 R
26460 Incise hand/finger tendon $602.08 $602.08 90 10% 69% 21% 0 2 0 1 0 0 R
26471 Fusion of finger tendons $1,026.87 $1,026.87 90 10% 69% 21% 0 2 0 0 0 0 R
26474 Fusion of finger tendons $972.32 $972.32 90 10% 69% 21% 0 2 0 2 0 0 R
26476 Tendon lengthening $932.92 $932.92 90 10% 69% 21% 0 2 0 1 0 0 R
26477 Tendon shortening $982.42 $982.42 90 10% 69% 21% 0 2 0 1 1 0 R
26478 Lengthening of hand tendon $1,072.33 $1,072.33 90 10% 69% 21% 0 2 0 0 0 0 R
26479 Shortening of hand tendon $1,017.27 $1,017.27 920 10% 69% 21% 0 2 0 2 0 0 R
26480 Transplant hand tendon $1,369.83 $1,369.83 90 10% 69% 21% 0 2 0 0 0 0 R
26483 Transplant/graft hand tendon $1,465.80 $1,465.80 90 10% 69% 21% 0 2 0 2 1 0 R
26485 Transplant palm tendon $1,447.62 $1,447.62 90 10% 69% 21% 0 2 0 2 1 0 R
26489 Transplant/graft palm tendon $1,401.65 $1,401.65 90 10% 69% 21% 0 2 0 0 0 0 R
26490 Revise thumb tendon $1,221.33 $1,221.33 90 10% 69% 21% 0 2 0 0 0 0 R

CPT codes and descriptions only are copyright 2001 American Medical Association

Refer to Key for field indicator descriptions

Page 273




Surgery

Effective July 1, 2002

DOLLAR VALUE MODIFIERS

CPT" NON-FACILITY FACILITY FOL PREOP INTRAOP POSTOP PCTC MSI BSI ASI CSI TSI ENDO
CODE ABBREVIATED DESCRIPTION SETTING SETTING UpP (-56) (-54) (-55) (26/TC) (-51) (-50) (-80) (-62) (-66) BASE FSI
26492 Tendon transfer with graft $1,337.00 $1,337.00 90 10% 69% 21% 0 2 0 2 1 0 R
26494 Hand tendon/muscle transfer $1,158.70 $1,158.70 90 10% 69% 21% 0 2 0 2 1 0 R
26496 Revise thumb tendon $1,318.82 $1,318.82 90 10% 69% 21% 0 2 0 0 0 0 R
26497 Finger tendon transfer $1,363.26 $1,363.26 90 10% 69% 21% 0 2 0 2 0 0 R
26498 Finger tendon transfer $1,697.64 $1,697.64 20 10% 69% 21% 0 2 0 2 1 0 R
26499 Revision of finger $1,231.94 $1,231.94 90 10% 69% 21% 0 2 0 2 1 0 R
26500 Hand tendon reconstruction $1,098.09 $1,098.09 a0 10% 69% 21% 0 2 0 0 0 0 R
26502 Hand tendon reconstruction $1,164.26 $1,164.26 90 10% 69% 21% 0 2 0 2 0 0 R
26504 Hand tendon reconstruction $1,137.49 $1,137.49 a0 10% 69% 21% 0 2 0 2 0 0 R
26508 Release thumb contracture $1,051.11 $1,051.11 90 10% 69% 21% 0 2 0 0 0 0 R
26510 Thumb tendon transfer $1,023.84 $1,023.84 90 10% 69% 21% 0 2 0 0 0 0 R
26516 Fusion of knuckle joint $1,162.24 $1,162.24 90 10% 69% 21% 0 2 0 0 0 0 R
26517 Fusion of knuckle joints $1,290.53 $1,290.53 90 10% 69% 21% 0 2 0 2 0 0 R
26518 Fusion of knuckle joints $1,308.21 $1,308.21 90 10% 69% 21% 0 2 0 2 1 0 R
26520 Release knuckle contracture $1,240.02 $1,240.02 a0 10% 69% 21% 0 2 0 1 0 0 R
26525 Release finger contracture $1,246.08 $1,246.08 90 10% 69% 21% 0 2 0 1 1 0 R
26530 Revise knuckle joint $1,356.70 $1,356.70 90 10% 69% 21% 0 2 0 2 0 0 R
26531 Revise knuckle with implant $1,426.40 $1,426.40 90 10% 69% 21% 0 2 0 2 1 0 R
26535 Revise finger joint $854.63 $854.63 90 10% 69% 21% 0 2 0 1 0 0 R
26536 Revise/implant finger joint $1,267.80 $1,267.80 90 10% 69% 21% 0 2 0 0 0 0 R
26540 Repair hand joint $1,096.07 $1,096.07 90 10% 69% 21% 0 2 0 0 1 0 R
26541 Repair hand joint with graft $1,310.73 $1,310.73 90 10% 69% 21% 0 2 0 2 1 0 R
26542 Repair hand joint with graft $1,114.25 $1,114.25 90 10% 69% 21% 0 2 0 0 0 0 R
26545 Reconstruct finger joint $1,202.14 $1,202.14 90 10% 69% 21% 0 2 0 0 0 0 R
26546 Repair nonunion hand $1,305.68 $1,305.68 90 10% 69% 21% 0 2 1 2 0 0 R
26548 Reconstruct finger joint $1,263.76 $1,263.76 90 10% 69% 21% 0 2 0 0 0 0 R
26550 Construct thumb replacement $2,683.09 $2,683.09 90 10% 69% 21% 0 2 0 2 0 0 R
26551 Great toe-hand transfer $4,087.27 $4,087.27 90 10% 69% 21% 0 2 0 2 0 0 R
26553 Single transfer, toe-hand $3,883.21 $3,883.21 90 10% 69% 21% 0 2 0 2 1 0 R
26554 Double transfer, toe-hand $4,723.19 $4,723.19 90 10% 69% 21% 0 2 0 2 1 0 R
26555 Positional change of finger $2,141.12 $2,141.12 90 10% 69% 21% 0 2 0 2 0 0 R
26556 Toe joint transfer $4,138.79 $4,138.79 90 10% 69% 21% 0 2 0 2 1 0 R
26560 Repair of web finger $933.42 $933.42 90 10% 69% 21% 0 2 0 2 0 0 R
26561 Repair of web finger $1,523.38 $1,523.38 90 10% 69% 21% 0 2 0 2 1 0 R
26562 Repair of web finger $1,474.89 $1,474.89 90 10% 69% 21% 0 2 0 2 0 0 R
26565 Correct metacarpal flaw $1,124.35 $1,124.35 90 10% 69% 21% 0 2 0 2 0 0 R
26567 Correct finger deformity $1,145.06 $1,145.06 90 10% 69% 21% 0 2 0 0 0 0 R
26568 Lengthen metacarpal/finger $1,492.07 $1,492.07 90 10% 69% 21% 0 2 0 2 0 0 R
26580 Repair hand deformity $1,845.64 $1,845.64 90 10% 69% 21% 0 2 0 2 0 0 R
26587 Reconstruct extra finger $983.43 $983.43 90 10% 69% 21% 0 2 0 2 0 0 R
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26590 Repair finger deformity $1,696.13 $1,696.13 90 10% 69% 21% 0 2 0 2 0 0 R
26591 Repair muscles of hand $903.12 $903.12 90 10% 69% 21% 0 2 0 0 0 0 R
26593 Release muscles of hand $971.31 $971.31 a0 10% 69% 21% 0 2 0 1 0 0 R
26596 Excision constricting tissue $1,005.65 $1,005.65 90 10% 69% 21% 0 2 0 2 0 0 R
26600 Treat metacarpal fracture $319.73 $252.55 90 10% 69% 21% 0 2 0 1 0 0 R
26605 Treat metacarpal fracture $466.21 $376.80 90 10% 69% 21% 0 2 0 1 0 0 R
26607 Treat metacarpal fracture $720.78 $720.78 90 10% 69% 21% 0 2 0 0 0 0 R
26608 Treat metacarpal fracture $748.56 $748.56 90 10% 69% 21% 0 2 0 0 0 0 R
26615 Treat metacarpal fracture $724.82 $724.82 90 10% 69% 21% 0 2 0 1 0 0 R
26641 Treat thumb dislocation $549.55 $468.23 90 10% 69% 21% 0 2 0 0 0 0 R
26645 Treat thumb fracture $616.22 $512.68 90 10% 69% 21% 0 2 0 0 0 0 R
26650 Treat thumb fracture $776.84 $776.84 90 10% 69% 21% 0 2 0 1 0 0 R
26665 Treat thumb fracture $889.99 $889.99 90 10% 69% 21% 0 2 0 1 1 0 R
26670 Treat hand dislocation $528.33 $450.55 90 10% 69% 21% 0 2 0 0 0 0 R
26675 Treat hand dislocation $602.58 $494.49 90 10% 69% 21% 0 2 0 0 0 0 R
26676 Pin hand dislocation $783.92 $783.92 90 10% 69% 21% 0 2 0 1 0 0 R
26685 Treat hand dislocation $839.98 $839.98 90 10% 69% 21% 0 2 0 1 1 0 R
26686 Treat hand dislocation $941.00 $941.00 90 10% 69% 21% 0 2 0 2 0 0 R
26700 Treat knuckle dislocation $454.08 $352.56 90 10% 69% 21% 0 2 0 1 0 0 R
26705 Treat knuckle dislocation $549.04 $450.55 90 10% 69% 21% 0 2 0 0 0 0 R
26706 Pin knuckle dislocation $580.87 $580.87 90 10% 69% 21% 0 2 0 1 0 0 R
26715 Treat knuckle dislocation $756.64 $756.64 90 10% 69% 21% 0 2 0 0 0 0 R
26720 Treat finger fracture, each $246.99 $178.81 90 10% 69% 21% 0 2 0 1 0 0 R
26725 Treat finger fracture, each $452.57 $350.03 90 10% 69% 21% 0 2 0 1 0 0 R
26727 Treat finger fracture, each $741.99 $741.99 90 10% 69% 21% 0 2 0 1 0 0 R
26735 Treat finger fracture, each $788.46 $788.46 90 10% 69% 21% 0 2 0 1 0 0 R
26740 Treat finger fracture, each $303.57 $242.95 90 10% 69% 21% 0 2 0 1 0 0 R
26742 Treat finger fracture, each $579.85 $473.78 90 10% 69% 21% 0 2 0 1 0 0 R
26746 Treat finger fracture, each $775.83 $775.83 90 10% 69% 21% 0 2 0 1 0 0 R
26750 Treat finger fracture, each $279.32 $218.71 90 10% 69% 21% 0 2 0 1 0 0 R
26755 Treat finger fracture, each $428.83 $336.40 90 10% 69% 21% 0 2 0 1 0 0 R
26756 Pin finger fracture, each $687.95 $687.95 90 10% 69% 21% 0 2 0 0 0 0 R
26765 Treat finger fracture, each $637.94 $637.94 90 10% 69% 21% 0 2 0 1 0 0 R
26770 Treat finger dislocation $410.14 $304.58 90 10% 69% 21% 0 2 0 1 0 0 R
26775 Treat finger dislocation $512.17 $411.15 90 10% 69% 21% 0 2 0 1 0 0 R
26776 Pin finger dislocation $704.61 $704.61 90 10% 69% 21% 0 2 0 1 0 0 R
26785 Treat finger dislocation $637.94 $637.94 90 10% 69% 21% 0 2 0 1 0 0 R
26820 Thumb fusion with graft $1,263.76 $1,263.76 90 10% 69% 21% 0 2 0 2 1 0 R
26841 Fusion of thumb $1,179.91 $1,179.91 90 10% 69% 21% 0 2 0 0 1 0 R
26842 Thumb fusion with graft $1,246.59 $1,246.59 90 10% 69% 21% 0 2 0 2 1 0 R
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26843 Fusion of hand joint $1,129.91 $1,129.91 90 10% 69% 21% 0 2 0 2 1 0 R
26844 Fusion/graft of hand joint $1,278.91 $1,278.91 90 10% 69% 21% 0 2 0 2 1 0 R
26850 Fusion of knuckle $1,130.92 $1,130.92 920 10% 69% 21% 0 2 0 0 0 0 R
26852 Fusion of knuckle with graft $1,240.02 $1,240.02 90 10% 69% 21% 0 2 0 2 1 0 R
26860 Fusion of finger joint $945.04 $945.04 90 10% 69% 21% 0 2 0 1 0 0 R
26861 Fusion of finger jnt, add-on $146.48 $146.48 0 0% 0% 0% 0 0 0 1 0 0 R
26862 Fusion/graft of finger joint $1,179.91 $1,179.91 90 10% 69% 21% 0 2 0 2 1 0 R
26863 Fuse/graft added joint $329.83 $329.83 0 0% 0% 0% 0 0 0 2 0 0 R
26910 Amputate metacarpal bone $1,129.40 $1,129.40 90 10% 69% 21% 0 2 0 1 0 0 R
26951 Amputation of finger/thumb $918.27 $918.27 90 10% 69% 21% 0 2 0 1 0 0 R
26952 Amputation of finger/thumb $1,083.44 $1,083.44 90 10% 69% 21% 0 2 0 1 0 0 R
26989 Hand/finger surgery By Report By Report 90 0% 0% 0% 0 2 0 1 0 1 N
26990 Drainage of pelvis lesion $1,223.35 $1,223.35 90 10% 69% 21% 0 2 0 1 0 0 R
26991 Drainage of pelvis bursa $945.55 $847.05 90 10% 69% 21% 0 2 0 0 0 0 R
26992 Drainage of bone lesion $1,739.06 $1,739.06 90 10% 69% 21% 0 2 0 0 0 0 R
27000 Incision of hip tendon $693.00 $693.00 90 10% 69% 21% 0 2 1 1 1 0 R
27001 Incision of hip tendon $814.22 $814.22 90 10% 69% 21% 0 2 1 2 1 0 R
27003 Incision of hip tendon $863.72 $863.72 90 10% 69% 21% 0 2 1 2 1 0 R
27005 Incision of hip tendon $1,072.83 $1,072.83 90 10% 69% 21% 0 2 1 2 1 0 R
27006 Incision of hip tendons $1,077.38 $1,077.38 90 10% 69% 21% 0 2 1 2 1 0 R
27025 Incision of hip/thigh fascia $1,150.11 $1,150.11 90 10% 69% 21% 0 2 1 0 1 0 R
27030 Drainage of hip joint $1,357.71 $1,357.71 90 10% 69% 21% 0 2 1 2 1 0 R
27033 Exploration of hip joint $1,388.01 $1,388.01 90 10% 69% 21% 0 2 1 2 1 0 R
27035 Denervation of hip joint $1,905.74 $1,905.74 90 10% 69% 21% 0 2 1 2 1 0 R
27036 Excision of hip joint/muscle $1,431.45 $1,431.45 90 10% 69% 21% 0 2 1 2 1 0 R
27040 Biopsy of soft tissues $469.74 $356.10 10 10% 80% 10% 0 2 1 1 0 0 R
27041 Biopsy of soft tissues $973.33 $973.33 90 10% 69% 21% 0 2 1 1 0 0 R
27047 Remove hip/pelvis lesion $876.35 $762.70 90 10% 69% 21% 0 2 1 1 0 0 R
27048 Remove hip/pelvis lesion $746.54 $746.54 90 10% 69% 21% 0 2 1 2 1 0 R
27049 Remove tumor, hip/pelvis $1,449.13 $1,449.13 90 10% 69% 21% 0 2 1 2 1 0 R
27050 Biopsy of sacroiliac joint $622.79 $622.79 90 10% 69% 21% 0 2 1 0 1 0 R
27052 Biopsy of hip joint $765.73 $765.73 90 10% 69% 21% 0 2 1 2 1 0 R
27054 Removal of hip joint lining $1,018.28 $1,018.28 90 10% 69% 21% 0 2 1 2 1 0 R
27060 Removal of ischial bursa $663.20 $663.20 90 10% 69% 21% 0 2 1 1 0 0 R
27062 Remove femur lesion/bursa $671.28 $671.28 90 10% 69% 21% 0 2 1 1 1 0 R
27065 Removal of hip bone lesion $766.74 $766.74 90 10% 69% 21% 0 2 1 2 1 0 R
27066 Removal of hip bone lesion $1,212.24 $1,212.24 90 10% 69% 21% 0 2 1 2 1 0 R
27067 Remove/graft hip bone lesion $1,510.75 $1,510.75 90 10% 69% 21% 0 2 1 2 0 0 R
27070 Partial removal of hip bone $1,494.09 $1,494.09 90 10% 69% 21% 0 2 1 2 1 0 R
27071 Partial removal of hip bone $1,586.01 $1,586.01 90 10% 69% 21% 0 2 1 2 1 0 R
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27075 Extensive hip surgery $3,151.82 $3,151.82 90 10% 69% 21% 0 2 0 2 1 0 R
27076 Extensive hip surgery $2,244.16 $2,244.16 90 10% 69% 21% 0 2 0 2 1 0 R
27077 Extensive hip surgery $3,684.70 $3,684.70 90 10% 69% 21% 0 2 0 2 1 0 R
27078 Extensive hip surgery $1,570.36 $1,570.36 90 10% 69% 21% 0 2 0 2 1 0 R
27079 Extensive hip surgery $1,446.61 $1,446.61 90 10% 69% 21% 0 2 0 2 1 0 R
27080 Removal of tail bone $740.98 $740.98 90 10% 69% 21% 0 2 0 2 1 0 R
27086 Remove hip foreign body $399.03 $288.92 10 10% 80% 10% 0 2 1 0 0 0 R
27087 Remove hip foreign body $931.40 $931.40 90 10% 69% 21% 0 2 1 2 1 0 R
27090 Removal of hip prosthesis $1,199.11 $1,199.11 90 10% 69% 21% 0 2 1 2 1 0 R
27091 Removal of hip prosthesis $2,002.72 $2,002.72 90 10% 69% 21% 0 2 1 2 1 0 R
27093 Injection for hip x-ray $762.70 $95.46 0 0% 0% 0% 0 2 1 1 0 0 R
27095 Injection for hip x-ray $640.47 $109.61 0 0% 0% 0% 0 2 1 1 0 0 R
27096 Inject sacroiliac joint $525.81 $90.92 0 0% 0% 0% 0 2 1 1 0 0 R
27097 Revision of hip tendon $903.12 $903.12 90 10% 69% 21% 0 2 1 2 0 0 R
27098 Transfer tendon to pelvis $959.18 $959.18 90 10% 69% 21% 0 2 1 2 0 0 R
27100 Transfer of abdominal muscle $1,281.44 $1,281.44 90 10% 69% 21% 0 2 1 2 1 0 R
27105 Transfer of spinal muscle $1,273.86 $1,273.86 90 10% 69% 21% 0 2 1 2 0 0 R
27110 Transfer of iliopsoas muscle $1,380.44 $1,380.44 90 10% 69% 21% 0 2 1 2 1 0 R
27111 Transfer of iliopsoas muscle $1,266.79 $1,266.79 a0 10% 69% 21% 0 2 1 2 1 0 R
27120 Reconstruction of hip socket $1,726.43 $1,726.43 90 10% 69% 21% 0 2 1 2 1 0 R
27122 Reconstruction of hip socket $1,570.36 $1,570.36 90 10% 69% 21% 0 2 1 2 1 0 R
27125 Partial hip replacement $1,531.46 $1,531.46 90 10% 69% 21% 0 2 1 2 1 0 R
27130 Total hip arthroplasty $1,994.64 $1,994.64 90 10% 69% 21% 0 2 1 2 1 0 R
27132 Total hip arthroplasty $2,263.86 $2,263.86 90 10% 69% 21% 0 2 1 2 1 0 R
27134 Revise hip joint replacement $2,696.73 $2,696.73 90 10% 69% 21% 0 2 1 2 1 0 R
27137 Revise hip joint replacement $2,071.42 $2,071.42 90 10% 69% 21% 0 2 1 2 1 0 R
27138 Revise hip joint replacement $2,147.18 $2,147.18 90 10% 69% 21% 0 2 1 2 1 0 R
27140 Transplant femur ridge $1,289.52 $1,289.52 90 10% 69% 21% 0 2 1 2 1 0 R
27146 Incision of hip bone $1,771.39 $1,771.39 90 10% 69% 21% 0 2 1 2 1 0 R
27147 Revision of hip bone $2,044.64 $2,044.64 90 10% 69% 21% 0 2 1 2 1 0 R
27151 Incision of hip bones $2,217.39 $2,217.39 90 10% 69% 21% 0 2 1 2 1 0 R
27156 Revision of hip bones $2,382.05 $2,382.05 90 10% 69% 21% 0 2 1 2 1 0 R
27158 Revision of pelvis $1,885.03 $1,885.03 90 10% 69% 21% 0 2 2 2 0 0 R
27161 Incision of neck of femur $1,665.82 $1,665.82 90 10% 69% 21% 0 2 1 2 1 0 R
27165 Incision/fixation of femur $1,756.23 $1,756.23 90 10% 69% 21% 0 2 0 2 1 0 R
27170 Repair/graft femur head/neck $1,613.29 $1,613.29 90 10% 69% 21% 0 2 1 2 1 0 R
27175 Treat slipped epiphysis $840.49 $840.49 90 10% 69% 21% 0 2 1 0 0 0 R
27176 Treat slipped epiphysis $1,191.03 $1,191.03 90 10% 69% 21% 0 2 1 2 1 0 R
27177 Treat slipped epiphysis $1,461.25 $1,461.25 920 10% 69% 21% 0 2 1 2 1 0 R
27178 Treat slipped epiphysis $1,182.94 $1,182.94 90 10% 69% 21% 0 2 1 2 1 0 R
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27179 Revise head/neck of femur $1,278.41 $1,278.41 90 10% 69% 21% 0 2 1 2 0 0 R
27181 Treat slipped epiphysis $1,411.25 $1,411.25 90 10% 69% 21% 0 2 1 2 0 0 R
27185 Revision of femur epiphysis $1,022.83 $1,022.83 90 10% 69% 21% 0 2 1 1 1 0 R
27187 Reinforce hip bones $1,442.57 $1,442.57 90 10% 69% 21% 0 2 1 2 1 0 R
27193 Treat pelvic ring fracture $672.79 $581.88 90 10% 69% 21% 0 2 1 1 0 0 R
27194 Treat pelvic ring fracture $1,004.64 $927.36 90 10% 69% 21% 0 2 0 0 2 0 R
27200 Treat tail bone fracture $260.63 $194.46 90 10% 69% 21% 0 2 0 1 0 0 R
27202 Treat tail bone fracture $1,482.97 $1,482.97 90 10% 69% 21% 0 2 0 2 0 0 R
27215 Treat pelvic fracture(s) $1,098.09 $1,098.09 90 10% 69% 21% 0 2 0 2 2 0 R
27216 Treat pelvic ring fracture $1,636.52 $1,636.52 90 10% 69% 21% 0 2 0 2 2 0 R
27217 Treat pelvic ring fracture $1,437.51 $1,437.51 90 10% 69% 21% 0 2 0 2 2 0 R
27218 Treat pelvic ring fracture $1,971.91 $1,971.91 90 10% 69% 21% 0 2 0 2 2 0 R
27220 Treat hip socket fracture $724.31 $634.41 90 10% 69% 21% 0 2 1 1 0 0 R
27222 Treat hip socket fracture $1,234.46 $1,234.46 90 10% 69% 21% 0 2 1 1 0 0 R
27226 Treat hip wall fracture $1,356.19 $1,356.19 90 10% 69% 21% 0 2 1 2 2 0 R
27227 Treat hip fracture(s) $2,179.51 $2,179.51 90 10% 69% 21% 0 2 1 2 2 0 R
27228 Treat hip fracture(s) $2,511.36 $2,511.36 90 10% 69% 21% 0 2 1 2 2 0 R
27230 Treat thigh fracture $693.00 $625.31 90 10% 69% 21% 0 2 1 1 0 0 R
27232 Treat thigh fracture $1,066.77 $1,066.77 90 10% 69% 21% 0 2 1 1 0 0 R
27235 Treat thigh fracture $1,249.62 $1,249.62 90 10% 69% 21% 0 2 1 1 1 0 R
27236 Treat thigh fracture $1,529.44 $1,529.44 90 10% 69% 21% 0 2 1 2 1 0 R
27238 Treat thigh fracture $630.87 $630.87 90 10% 69% 21% 0 2 1 1 0 0 R
27240 Treat thigh fracture $1,221.84 $1,221.84 90 10% 69% 21% 0 2 1 1 0 0 R
27244 Treat thigh fracture $1,561.77 $1,561.77 90 10% 69% 21% 0 2 1 2 1 0 R
27245 Treat thigh fracture $1,924.94 $1,924.94 90 10% 69% 21% 0 2 1 2 2 0 R
27246 Treat thigh fracture $634.91 $564.20 90 10% 69% 21% 0 2 1 1 0 0 R
27248 Treat thigh fracture $1,100.61 $1,100.61 90 10% 69% 21% 0 2 1 2 1 0 R
27250 Treat hip dislocation $708.66 $708.66 90 10% 69% 21% 0 2 1 1 0 0 R
27252 Treat hip dislocation $998.08 $998.08 90 10% 69% 21% 0 2 1 1 0 0 R
27253 Treat hip dislocation $1,284.47 $1,284.47 90 10% 69% 21% 0 2 1 2 1 0 R
27254 Treat hip dislocation $1,742.09 $1,742.09 90 10% 69% 21% 0 2 1 2 1 0 R
27256 Treat hip dislocation $445.50 $445.50 10 10% 80% 10% 0 2 1 0 0 0 R
27257 Treat hip dislocation $517.22 $517.22 10 10% 80% 10% 0 2 1 0 0 0 R
27258 Treat hip dislocation $1,564.29 $1,564.29 90 10% 69% 21% 0 2 1 2 1 0 R
27259 Treat hip dislocation $2,115.86 $2,115.86 90 10% 69% 21% 0 2 1 2 0 0 R
27265 Treat hip dislocation $588.95 $588.95 90 10% 69% 21% 0 2 1 1 0 0 R
27266 Treat hip dislocation $798.56 $798.56 90 10% 69% 21% 0 2 1 1 0 0 R
27275 Manipulation of hip joint $310.64 $310.64 10 10% 80% 10% 0 2 0 1 0 0 R
27280 Fusion of sacroiliac joint $1,460.24 $1,460.24 90 10% 69% 21% 0 2 1 2 1 0 R
27282 Fusion of pubic bones $1,241.54 $1,241.54 90 10% 69% 21% 0 2 0 2 1 0 R
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27284 Fusion of hip joint $2,228.50 $2,228.50 90 10% 69% 21% 0 2 1 2 1 0 R
27286 Fusion of hip joint $2,242.64 $2,242.64 90 10% 69% 21% 0 2 1 2 1 0 R
27290 Amputation of leg at hip $2,166.88 $2,166.88 90 10% 69% 21% 0 2 0 2 1 0 R
27295 Amputation of leg at hip $1,773.41 $1,773.41 90 10% 69% 21% 0 2 0 2 1 0 R
27299 Pelvis/hip joint surgery By Report By Report 90 0% 0% 0% 0 2 1 2 1 1 N
27301 Drain thigh/knee lesion $1,137.49 $1,072.83 90 10% 69% 21% 0 2 1 1 0 0 R
27303 Drainage of bone lesion $1,206.18 $1,206.18 90 10% 69% 21% 0 2 1 2 1 0 R
27305 Incise thigh tendon & fascia $779.87 $779.87 90 10% 69% 21% 0 2 1 2 1 0 R
27306 Incision of thigh tendon $640.47 $640.47 90 10% 69% 21% 0 2 1 2 0 0 R
27307 Incision of thigh tendons $736.94 $736.94 90 10% 69% 21% 0 2 1 0 1 0 R
27310 Exploration of knee joint $1,032.42 $1,032.42 90 10% 69% 21% 0 2 1 2 1 0 R
27315 Partial removal, thigh nerve $585.92 $585.92 90 10% 69% 21% 0 2 1 2 0 0 R
27320 Partial removal, thigh nerve $604.60 $604.60 90 10% 69% 21% 0 2 1 2 1 0 R
27323 Biopsy, thigh soft tissues $405.09 $299.02 10 10% 80% 10% 0 2 1 1 0 0 R
27324 Biopsy, thigh soft tissues $615.21 $615.21 90 10% 69% 21% 0 2 1 1 0 0 R
27327 Removal of thigh lesion $675.82 $567.23 90 10% 69% 21% 0 2 1 1 0 0 R
27328 Removal of thigh lesion $671.78 $671.78 90 10% 69% 21% 0 2 1 1 0 0 R
27329 Remove tumor, thigh/knee $1,540.05 $1,540.05 90 10% 69% 21% 0 2 1 2 1 0 R
27330 Biopsy, knee joint lining $602.58 $602.58 90 10% 69% 21% 0 2 1 1 1 0 R
27331 Explore/treat knee joint $712.19 $712.19 90 10% 69% 21% 0 2 1 2 1 0 R
27332 Removal of knee cartilage $910.19 $910.19 90 10% 69% 21% 0 2 1 2 1 0 R
27333 Removal of knee cartilage $838.97 $838.97 90 10% 69% 21% 0 2 1 2 1 0 R
27334 Remove knee joint lining $983.43 $983.43 90 10% 69% 21% 0 2 1 2 1 0 R
27335 Remove knee joint lining $1,096.07 $1,096.07 90 10% 69% 21% 0 2 1 2 1 0 R
27340 Removal of kneecap bursa $539.95 $539.95 90 10% 69% 21% 0 2 1 1 0 0 R
27345 Removal of knee cyst $710.68 $710.68 90 10% 69% 21% 0 2 1 2 1 0 R
27347 Remove knee cyst $453.58 $453.58 90 10% 69% 21% 0 2 1 2 1 0 R
27350 Removal of kneecap $910.70 $910.70 90 10% 69% 21% 0 2 1 2 1 0 R
27355 Remove femur lesion $953.63 $953.63 90 10% 69% 21% 0 2 1 2 1 0 R
27356 Remove femur lesion/graft $1,103.14 $1,103.14 90 10% 69% 21% 0 2 1 2 1 0 R
27357 Remove femur lesion/graft $1,184.96 $1,184.96 90 10% 69% 21% 0 2 1 2 1 0 R
27358 Remove femur lesion/fixation $401.05 $401.05 0 0% 0% 0% 0 0 1 2 0 0 R
27360 Partial removal, leg bone(s) $1,522.37 $1,5622.37 90 10% 69% 21% 0 2 1 2 1 0 R
27365 Extensive leg surgery $1,652.69 $1,652.69 90 10% 69% 21% 0 2 1 2 1 0 R
27370 Injection for knee x-ray $617.23 $68.19 0 0% 0% 0% 0 2 1 1 0 0 R
27372 Removal of foreign body $720.27 $598.54 90 10% 69% 21% 0 2 1 0 0 0 R
27380 Repair of kneecap tendon $834.93 $834.93 90 10% 69% 21% 0 2 1 2 1 0 R
27381 Repair/graft kneecap tendon $1,101.62 $1,101.62 90 10% 69% 21% 0 2 1 2 1 0 R
27385 Repair of thigh muscle $886.96 $886.96 90 10% 69% 21% 0 2 1 2 1 0 R
27386 Repair/graft of thigh muscle $1,154.66 $1,154.66 90 10% 69% 21% 0 2 1 2 1 0 R
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27390 Incision of thigh tendon $713.71 $713.71 90 10% 69% 21% 0 2 0 2 0 0 R
27391 Incision of thigh tendons $862.71 $862.71 90 10% 69% 21% 0 2 0 0 1 0 R
27392 Incision of thigh tendons $1,077.88 $1,077.88 90 10% 69% 21% 0 2 2 2 1 0 R
27393 Lengthening of thigh tendon $786.44 $786.44 90 10% 69% 21% 0 2 0 2 1 0 R
27394 Lengthening of thigh tendons $1,007.67 $1,007.67 90 10% 69% 21% 0 2 0 2 0 0 R
27395 Lengthening of thigh tendons $1,324.37 $1,324.37 90 10% 69% 21% 0 2 2 2 1 0 R
27396 Transplant of thigh tendon $929.38 $929.38 90 10% 69% 21% 0 2 0 2 1 0 R
27397 Transplants of thigh tendons $1,224.36 $1,224.36 90 10% 69% 21% 0 2 0 2 0 0 R
27400 Revise thigh muscles/tendons $1,042.53 $1,042.53 90 10% 69% 21% 0 2 1 2 1 0 R
27403 Repair of knee cartilage $915.75 $915.75 90 10% 69% 21% 0 2 1 2 1 0 R
27405 Repair of knee ligament $981.41 $981.41 90 10% 69% 21% 0 2 1 2 1 0 R
27407 Repair of knee ligament $1,113.24 $1,113.24 90 10% 69% 21% 0 2 1 2 1 0 R
27409 Repair of knee ligaments $1,332.45 $1,332.45 90 10% 69% 21% 0 2 1 2 1 0 R
27418 Repair degenerated kneecap $1,163.25 $1,163.25 90 10% 69% 21% 0 2 1 2 1 0 R
27420 Revision of unstable kneecap $1,050.10 $1,050.10 a0 10% 69% 21% 0 2 1 2 1 0 R
27422 Revision of unstable kneecap $1,045.05 $1,045.05 90 10% 69% 21% 0 2 1 2 1 0 R
27424 Revision/removal of kneecap $1,043.03 $1,043.03 20 10% 69% 21% 0 2 1 2 1 0 R
27425 Lateral retinacular release $662.19 $662.19 90 10% 69% 21% 0 2 1 1 1 0 R
27427 Reconstruction, knee $1,007.67 $1,007.67 90 10% 69% 21% 0 2 1 2 1 0 R
27428 Reconstruction, knee $1,432.97 $1,432.97 90 10% 69% 21% 0 2 1 2 1 0 R
27429 Reconstruction, knee $1,561.26 $1,561.26 90 10% 69% 21% 0 2 1 2 1 0 R
27430 Revision of thigh muscles $1,042.53 $1,042.53 90 10% 69% 21% 0 2 1 2 1 0 R
27435 Incision of knee joint $1,021.31 $1,021.31 90 10% 69% 21% 0 2 1 2 1 0 R
27437 Revise kneecap $983.43 $983.43 90 10% 69% 21% 0 2 1 1 1 0 R
27438 Revise kneecap with implant $1,202.14 $1,202.14 90 10% 69% 21% 0 2 1 2 1 0 R
27440 Revision of knee joint $1,134.96 $1,134.96 90 10% 69% 21% 0 2 1 2 1 0 R
27441 Revision of knee joint $1,173.85 $1,173.85 90 10% 69% 21% 0 2 1 2 1 0 R
27442 Revision of knee joint $1,261.74 $1,261.74 90 10% 69% 21% 0 2 1 2 1 0 R
27443 Revision of knee joint $1,196.58 $1,196.58 90 10% 69% 21% 0 2 1 2 1 0 R
27445 Revision of knee joint $1,747.14 $1,747.14 90 10% 69% 21% 0 2 1 2 1 0 R
27446 Revision of knee joint $1,607.73 $1,607.73 90 10% 69% 21% 0 2 1 2 1 0 R
27447 Total knee arthroplasty $2,078.49 $2,078.49 90 10% 69% 21% 0 2 1 2 1 0 R
27448 Incision of thigh $1,224.36 $1,224.36 90 10% 69% 21% 0 2 1 2 1 0 R
27450 Incision of thigh $1,482.47 $1,482.47 90 10% 69% 21% 0 2 1 2 1 0 R
27454 Realignment of thigh bone $1,783.51 $1,783.51 90 10% 69% 21% 0 2 1 2 1 0 R
27455 Realignment of knee $1,353.16 $1,353.16 90 10% 69% 21% 0 2 1 2 1 0 R
27457 Realignment of knee $1,345.59 $1,345.59 90 10% 69% 21% 0 2 1 2 1 0 R
27465 Shortening of thigh bone $1,486.51 $1,486.51 90 10% 69% 21% 0 2 1 2 1 0 R
27466 Lengthening of thigh bone $1,718.86 $1,718.86 90 10% 69% 21% 0 2 1 2 1 0 R
27468 Shorten/lengthen thighs $1,798.16 $1,798.16 90 10% 69% 21% 0 2 1 2 1 0 R
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27470 Repair of thigh $1,712.79 $1,712.79 90 10% 69% 21% 0 2 1 2 1 0 R
27472 Repair/graft of thigh $1,851.19 $1,851.19 90 10% 69% 21% 0 2 1 2 1 0 R
27475 Surgery to stop leg growth $962.22 $962.22 90 10% 69% 21% 0 2 1 1 1 0 R
27477 Surgery to stop leg growth $1,060.20 $1,060.20 90 10% 69% 21% 0 2 1 1 1 0 R
27479 Surgery to stop leg growth $1,328.92 $1,328.92 90 10% 69% 21% 0 2 1 2 0 0 R
27485 Surgery to stop leg growth $970.80 $970.80 90 10% 69% 21% 0 2 1 1 0 0 R
27486 Revise/replace knee joint $1,893.62 $1,893.62 920 10% 69% 21% 0 2 1 2 1 0 R
27487 Revise/replace knee joint $2,386.60 $2,386.60 90 10% 69% 21% 0 2 1 2 1 0 R
27488 Removal of knee prosthesis $1,599.65 $1,599.65 90 10% 69% 21% 0 2 1 2 1 0 R
27495 Reinforce thigh $1,669.36 $1,669.36 90 10% 69% 21% 0 2 1 2 1 0 R
27496 Decompression of thigh/knee $742.50 $742.50 90 10% 69% 21% 0 2 1 1 0 0 R
27497 Decompression of thigh/knee $808.16 $808.16 90 10% 69% 21% 0 2 1 0 2 0 R
27498 Decompression of thigh/knee $865.24 $865.24 90 10% 69% 21% 0 2 1 2 2 0 R
27499 Decompression of thigh/knee $977.37 $977.37 90 10% 69% 21% 0 2 1 2 2 0 R
27500 Treatment of thigh fracture $829.88 $714.21 90 10% 69% 21% 0 2 1 1 0 0 R
27501 Treatment of thigh fracture $886.45 $768.76 90 10% 69% 21% 0 2 1 0 0 0 R
27502 Treatment of thigh fracture $1,163.25 $1,163.25 90 10% 69% 21% 0 2 1 1 0 0 R
27503 Treatment of thigh fracture $1,162.74 $1,162.74 90 10% 69% 21% 0 2 1 0 0 0 R
27506 Treatment of thigh fracture $1,708.25 $1,708.25 90 10% 69% 21% 0 2 1 2 1 0 R
27507 Treatment of thigh fracture $1,418.83 $1,418.83 90 10% 69% 21% 0 2 1 2 2 0 R
27508 Treatment of thigh fracture $689.46 $600.56 90 10% 69% 21% 0 2 1 1 0 0 R
27509 Treatment of thigh fracture $910.19 $910.19 90 10% 69% 21% 0 2 1 0 0 0 R
27510 Treatment of thigh fracture $882.41 $882.41 90 10% 69% 21% 0 2 1 1 0 0 R
27511 Treatment of thigh fracture $1,440.55 $1,440.55 90 10% 69% 21% 0 2 1 2 2 0 R
27513 Treatment of thigh fracture $1,801.69 $1,801.69 90 10% 69% 21% 0 2 1 2 2 0 R
27514 Treatment of thigh fracture $1,703.20 $1,703.20 90 10% 69% 21% 0 2 1 2 1 0 R
27516 Treat thigh fx growth plate $705.12 $596.52 90 10% 69% 21% 0 2 1 1 0 0 R
27517 Treat thigh fx growth plate $994.54 $890.49 90 10% 69% 21% 0 2 1 0 0 0 R
27519 Treat thigh fx growth plate $1,503.18 $1,503.18 90 10% 69% 21% 0 2 1 2 1 0 R
27520 Treat kneecap fracture $437.92 $353.06 90 10% 69% 21% 0 2 1 1 0 0 R
27524 Treat kneecap fracture $1,013.74 $1,013.74 a0 10% 69% 21% 0 2 1 2 1 0 R
27530 Treat knee fracture $515.71 $430.35 90 10% 69% 21% 0 2 1 1 0 0 R
27532 Treat knee fracture $796.04 $703.60 90 10% 69% 21% 0 2 1 1 0 0 R
27535 Treat knee fracture $1,259.21 $1,259.21 90 10% 69% 21% 0 2 1 2 2 0 R
27536 Treat knee fracture $1,490.04 $1,490.04 90 10% 69% 21% 0 2 1 2 1 0 R
27538 Treat knee fracture(s) $660.17 $556.12 90 10% 69% 21% 0 2 1 0 0 0 R
27540 Treat knee fracture $1,274.87 $1,274.87 90 10% 69% 21% 0 2 1 2 1 0 R
27550 Treat knee dislocation $703.10 $610.67 90 10% 69% 21% 0 2 1 0 0 0 R
27552 Treat knee dislocation $849.07 $849.07 90 10% 69% 21% 0 2 1 0 0 0 R
27556 Treat knee dislocation $1,537.52 $1,537.52 90 10% 69% 21% 0 2 1 2 1 0 R
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27557 Treat knee dislocation $1,738.05 $1,738.05 90 10% 69% 21% 0 2 1 2 1 0 R
27558 Treat knee dislocation $1,797.65 $1,797.65 90 10% 69% 21% 0 2 1 2 2 0 R
27560 Treat kneecap dislocation $507.63 $413.17 90 10% 69% 21% 0 2 1 1 0 0 R
27562 Treat kneecap dislocation $606.12 $606.12 90 10% 69% 21% 0 2 1 0 0 0 R
27566 Treat kneecap dislocation $1,195.07 $1,195.07 90 10% 69% 21% 0 2 1 2 1 0 R
27570 Fixation of knee joint $262.15 $262.15 10 10% 80% 10% 0 2 0 1 0 0 R
27580 Fusion of knee $1,924.43 $1,924.43 920 10% 69% 21% 0 2 1 2 1 0 R
27590 Amputate leg at thigh $1,301.64 $1,301.64 90 10% 69% 21% 0 2 1 2 1 0 R
27591 Amputate leg at thigh $1,413.77 $1,413.77 90 10% 69% 21% 0 2 1 2 1 0 R
27592 Amputate leg at thigh $1,188.00 $1,188.00 90 10% 69% 21% 0 2 1 2 1 0 R
27594 Amputation follow-up surgery $840.49 $840.49 90 10% 69% 21% 0 2 1 1 0 0 R
27596 Amputation follow-up surgery $1,224.36 $1,224.36 90 10% 69% 21% 0 2 1 1 1 0 R
27598 Amputate lower leg at knee $1,172.34 $1,172.34 90 10% 69% 21% 0 2 1 2 1 0 R
27599 Leg surgery procedure By Report By Report 90 0% 0% 0% 0 2 1 2 1 1 N
27600 Decompression of lower leg $701.08 $701.08 90 10% 69% 21% 0 2 1 1 1 0 R
27601 Decompression of lower leg $701.58 $701.58 90 10% 69% 21% 0 2 1 1 0 0 R
27602 Decompression of lower leg $813.72 $813.72 90 10% 69% 21% 0 2 1 2 1 0 R
27603 Drain lower leg lesion $1,087.48 $807.15 90 10% 69% 21% 0 2 1 1 0 0 R
27604 Drain lower leg bursa $807.15 $677.34 90 10% 69% 21% 0 2 1 0 0 0 R
27605 Incision of achilles tendon $659.66 $345.99 10 10% 80% 10% 0 2 1 0 0 0 R
27606 Incision of achilles tendon $903.12 $488.94 10 10% 80% 10% 0 2 1 1 1 0 R
27607 Treat lower leg bone lesion $1,093.54 $1,093.54 90 10% 69% 21% 0 2 1 1 0 0 R
27610 Explore/treat ankle joint $995.05 $995.05 90 10% 69% 21% 0 2 1 1 0 0 R
27612 Exploration of ankle joint $831.39 $831.39 90 10% 69% 21% 0 2 1 2 1 0 R
27613 Biopsy lower leg soft tissue $389.43 $265.68 10 10% 80% 10% 0 2 1 1 0 0 R
27614 Biopsy lower leg soft tissue $863.22 $673.80 90 10% 69% 21% 0 2 1 1 0 0 R
27615 Remove tumor, lower leg $1,554.19 $1,554.19 90 10% 69% 21% 0 2 1 0 1 0 R
27618 Remove lower leg lesion $874.33 $618.75 90 10% 69% 21% 0 2 1 1 0 0 R
27619 Remove lower leg lesion $1,104.65 $947.57 90 10% 69% 21% 0 2 1 1 0 0 R
27620 Explore/treat ankle joint $750.58 $750.58 90 10% 69% 21% 0 2 1 2 1 0 R
27625 Remove ankle joint lining $949.59 $949.59 90 10% 69% 21% 0 2 1 2 1 0 R
27626 Remove ankle joint lining $1,024.85 $1,024.85 90 10% 69% 21% 0 2 1 2 0 0 R
27630 Removal of tendon lesion $810.18 $614.71 90 10% 69% 21% 0 2 1 1 0 0 R
27635 Remove lower leg bone lesion $999.09 $999.09 90 10% 69% 21% 0 2 1 1 1 0 R
27637 Remove/graft leg bone lesion $1,178.40 $1,178.40 90 10% 69% 21% 0 2 1 2 1 0 R
27638 Remove/graft leg bone lesion $1,227.39 $1,227.39 90 10% 69% 21% 0 2 1 2 1 0 R
27640 Partial removal of tibia $1,571.87 $1,571.87 90 10% 69% 21% 0 2 1 1 1 0 R
27641 Partial removal of fibula $1,353.67 $1,353.67 90 10% 69% 21% 0 2 1 1 1 0 R
27645 Extensive lower leg surgery $1,745.63 $1,745.63 90 10% 69% 21% 0 2 1 2 1 0 R
27646 Extensive lower leg surgery $1,639.05 $1,639.05 90 10% 69% 21% 0 2 1 2 1 0 R
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27647 Extensive ankle/heel surgery $1,254.16 $1,254.16 90 10% 69% 21% 0 2 1 2 0 0 R
27648 Injection for ankle x-ray $534.40 $68.19 0 0% 0% 0% 0 2 1 0 0 0 R
27650 Repair achilles tendon $1,027.88 $1,027.88 920 10% 69% 21% 0 2 1 2 1 0 R
27652 Repair/graft achilles tendon $1,079.40 $1,079.40 90 10% 69% 21% 0 2 1 1 1 0 R
27654 Repair of achilles tendon $1,084.45 $1,084.45 90 10% 69% 21% 0 2 1 2 1 0 R
27656 Repair leg fascia defect $828.36 $608.14 90 10% 69% 21% 0 2 1 2 0 0 R
27658 Repair of leg tendon, each $818.77 $742.50 a0 10% 69% 21% 0 2 0 2 1 0 R
27659 Repair of leg tendon, each $1,030.40 $887.46 90 10% 69% 21% 0 2 0 2 1 0 R
27664 Repair of leg tendon, each $1,165.77 $722.80 a0 10% 69% 21% 0 2 0 0 0 0 R
27665 Repair of leg tendon, each $756.64 $756.64 90 10% 69% 21% 0 2 0 2 1 0 R
27675 Repair lower leg tendons $831.90 $831.90 90 10% 69% 21% 0 2 1 2 1 0 R
27676 Repair lower leg tendons $962.72 $962.72 90 10% 69% 21% 0 2 1 2 0 0 R
27680 Release of lower leg tendon $740.98 $740.98 90 10% 69% 21% 0 2 0 1 1 0 R
27681 Release of lower leg tendons $830.89 $830.89 90 10% 69% 21% 0 2 0 1 1 0 R
27685 Revision of lower leg tendon $890.49 $792.50 90 10% 69% 21% 0 2 0 2 1 0 R
27686 Revise lower leg tendons $1,195.57 $919.28 90 10% 69% 21% 0 2 0 1 1 0 R
27687 Revision of calf tendon $790.99 $790.99 90 10% 69% 21% 0 2 1 2 1 0 R
27690 Revise lower leg tendon $974.34 $974.34 90 10% 69% 21% 0 2 1 2 1 0 R
27691 Revise lower leg tendon $1,120.31 $1,120.31 90 10% 69% 21% 0 2 1 2 1 0 R
27692 Revise additional leg tendon $154.56 $154.56 0 0% 0% 0% 0 0 1 2 1 0 R
27695 Repair of ankle ligament $830.89 $830.89 90 10% 69% 21% 0 2 1 1 1 0 R
27696 Repair of ankle ligaments $946.56 $946.56 90 10% 69% 21% 0 2 1 1 1 0 R
27698 Repair of ankle ligament $1,016.26 $1,016.26 90 10% 69% 21% 0 2 1 2 1 0 R
27700 Revision of ankle joint $919.28 $919.28 90 10% 69% 21% 0 2 1 2 1 0 R
27702 Reconstruct ankle joint $1,424.38 $1,424.38 90 10% 69% 21% 0 2 1 2 1 0 R
27703 Reconstruction, ankle joint $1,561.77 $1,561.77 90 10% 69% 21% 0 2 1 2 0 0 R
27704 Removal of ankle implant $884.94 $884.94 90 10% 69% 21% 0 2 1 1 1 0 R
27705 Incision of tibia $1,165.77 $1,165.77 90 10% 69% 21% 0 2 1 2 1 0 R
27707 Incision of fibula $675.32 $675.32 90 10% 69% 21% 0 2 1 1 1 0 R
27709 Incision of tibia & fibula $1,138.50 $1,138.50 90 10% 69% 21% 0 2 1 2 1 0 R
27712 Realignment of lower leg $1,502.17 $1,502.17 90 10% 69% 21% 0 2 1 2 1 0 R
27715 Revision of lower leg $1,575.91 $1,575.91 90 10% 69% 21% 0 2 1 2 1 0 R
27720 Repair of tibia $1,353.16 $1,353.16 90 10% 69% 21% 0 2 1 2 1 0 R
27722 Repair/graft of tibia $1,343.57 $1,343.57 90 10% 69% 21% 0 2 1 2 1 0 R
27724 Repair/graft of tibia $1,874.93 $1,874.93 90 10% 69% 21% 0 2 1 2 1 0 R
27725 Repair of lower leg $1,663.80 $1,663.80 90 10% 69% 21% 0 2 1 2 1 0 R
27727 Repair of lower leg $1,509.74 $1,509.74 90 10% 69% 21% 0 2 1 2 1 0 R
27730 Repair of tibia epiphysis $1,500.15 $921.81 90 10% 69% 21% 0 2 1 1 1 0 R
27732 Repair of fibula epiphysis $1,028.89 $659.66 90 10% 69% 21% 0 2 1 1 0 0 R
27734 Repair lower leg epiphyses $1,011.21 $1,011.21 90 10% 69% 21% 0 2 1 1 0 0 R
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27740 Repair of leg epiphyses $1,335.99 $1,013.23 90 10% 69% 21% 0 2 1 2 0 0 R
27742 Repair of leg epiphyses $1,415.80 $1,049.60 90 10% 69% 21% 0 2 1 2 1 0 R
27745 Reinforce tibia $1,150.11 $1,150.11 90 10% 69% 21% 0 2 1 2 1 0 R
27750 Treatment of tibia fracture $465.20 $380.85 90 10% 69% 21% 0 2 1 1 0 0 R
27752 Treatment of tibia fracture $743.00 $639.46 90 10% 69% 21% 0 2 1 1 0 0 R
27756 Treatment of tibia fracture $929.89 $929.89 90 10% 69% 21% 0 2 1 2 1 0 R
27758 Treatment of tibia fracture $1,267.30 $1,267.30 90 10% 69% 21% 0 2 1 2 1 0 R
27759 Treatment of tibia fracture $1,451.66 $1,451.66 90 10% 69% 21% 0 2 1 2 2 0 R
27760 Treatment of ankle fracture $442 .47 $363.67 90 10% 69% 21% 0 2 1 1 0 0 R
27762 Treatment of ankle fracture $676.83 $583.90 90 10% 69% 21% 0 2 1 1 0 0 R
27766 Treatment of ankle fracture $885.95 $885.95 90 10% 69% 21% 0 2 1 1 1 0 R
27780 Treatment of fibula fracture $419.74 $333.87 90 10% 69% 21% 0 2 1 1 0 0 R
27781 Treatment of fibula fracture $568.24 $478.33 90 10% 69% 21% 0 2 1 1 0 0 R
27784 Treatment of fibula fracture $834.93 $834.93 90 10% 69% 21% 0 2 1 1 1 0 R
27786 Treatment of ankle fracture $431.36 $349.53 90 10% 69% 21% 0 2 1 1 0 0 R
27788 Treatment of ankle fracture $585.92 $482.37 90 10% 69% 21% 0 2 1 1 0 0 R
27792 Treatment of ankle fracture $843.01 $843.01 90 10% 69% 21% 0 2 1 1 1 0 R
27808 Treatment of ankle fracture $485.40 $386.40 90 10% 69% 21% 0 2 1 1 0 0 R
27810 Treatment of ankle fracture $681.38 $576.32 90 10% 69% 21% 0 2 1 1 0 0 R
27814 Treatment of ankle fracture $1,151.12 $1,151.12 90 10% 69% 21% 0 2 1 2 1 0 R
27816 Treatment of ankle fracture $464.19 $391.45 90 10% 69% 21% 0 2 1 1 0 0 R
27818 Treatment of ankle fracture $707.14 $604.60 90 10% 69% 21% 0 2 1 1 0 0 R
27822 Treatment of ankle fracture $1,273.86 $1,273.86 90 10% 69% 21% 0 2 1 2 1 0 R
27823 Treatment of ankle fracture $1,450.14 $1,450.14 90 10% 69% 21% 0 2 1 2 1 0 R
27824 Treat lower leg fracture $488.43 $389.94 90 10% 69% 21% 0 2 1 1 0 0 R
27825 Treat lower leg fracture $766.74 $665.72 90 10% 69% 21% 0 2 1 0 0 0 R
27826 Treat lower leg fracture $1,080.41 $1,080.41 90 10% 69% 21% 0 2 1 2 2 0 R
27827 Treat lower leg fracture $1,546.11 $1,546.11 90 10% 69% 21% 0 2 1 2 2 0 R
27828 Treat lower leg fracture $1,668.85 $1,668.85 90 10% 69% 21% 0 2 1 2 2 0 R
27829 Treat lower leg joint $747.55 $747.55 90 10% 69% 21% 0 2 1 2 2 0 R
27830 Treat lower leg dislocation $504.09 $429.33 90 10% 69% 21% 0 2 1 0 0 0 R
27831 Treat lower leg dislocation $504.09 $504.09 90 10% 69% 21% 0 2 1 0 0 0 R
27832 Treat lower leg dislocation $771.79 $771.79 90 10% 69% 21% 0 2 1 2 1 0 R
27840 Treat ankle dislocation $564.70 $564.70 90 10% 69% 21% 0 2 1 1 0 0 R
27842 Treat ankle dislocation $608.65 $608.65 90 10% 69% 21% 0 2 1 1 0 0 R
27846 Treat ankle dislocation $1,077.38 $1,077.38 90 10% 69% 21% 0 2 1 2 1 0 R
27848 Treat ankle dislocation $1,218.81 $1,218.81 90 10% 69% 21% 0 2 1 2 1 0 R
27860 Fixation of ankle joint $322.25 $322.25 10 10% 80% 10% 0 2 0 0 0 0 R
27870 Fusion of ankle joint $1,474.89 $1,474.89 90 10% 69% 21% 0 2 1 2 1 0 R
27871 Fusion of tibiofibular joint $1,072.83 $1,072.83 90 10% 69% 21% 0 2 1 2 1 0 R
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27880 Amputation of lower leg $1,257.19 $1,257.19 90 10% 69% 21% 0 2 1 2 1 0 R
27881 Amputation of lower leg $1,366.30 $1,366.30 90 10% 69% 21% 0 2 1 2 1 0 R
27882 Amputation of lower leg $1,158.19 $1,158.19 90 10% 69% 21% 0 2 1 0 1 0 R
27884 Amputation follow-up surgery $998.58 $998.58 90 10% 69% 21% 0 2 1 1 0 0 R
27886 Amputation follow-up surgery $1,085.46 $1,085.46 90 10% 69% 21% 0 2 1 1 1 0 R
27888 Amputation of foot at ankle $1,100.61 $1,100.61 90 10% 69% 21% 0 2 1 2 1 0 R
27889 Amputation of foot at ankle $1,079.40 $1,079.40 90 10% 69% 21% 0 2 1 1 1 0 R
27892 Decompression of leg $832.91 $832.91 90 10% 69% 21% 0 2 1 0 0 0 R
27893 Decompression of leg $840.99 $840.99 90 10% 69% 21% 0 2 1 0 0 0 R
27894 Decompression of leg $1,089.00 $1,089.00 90 10% 69% 21% 0 2 1 2 0 0 R
27899 Leg/ankle surgery procedure By Report By Report 90 0% 0% 0% 0 2 1 0 1 1 N
28001 Drainage of bursa of foot $435.90 $306.60 10 10% 80% 10% 0 2 0 1 0 0 R
28002 Treatment of foot infection $599.55 $468.73 10 10% 80% 10% 0 2 0 1 0 0 R
28003 Treatment of foot infection $1,043.03 $1,004.14 90 10% 69% 21% 0 2 0 1 0 0 R
28005 Treat foot bone lesion $1,003.13 $1,003.13 920 10% 69% 21% 0 2 0 1 0 0 R
28008 Incision of foot fascia $661.68 $570.26 90 10% 69% 21% 0 2 0 1 0 0 R
28010 Incision of toe tendon $547.53 $431.86 90 10% 69% 21% 0 2 0 1 0 0 R
28011 Incision of toe tendons $707.65 $576.82 90 10% 69% 21% 0 2 0 1 0 0 R
28020 Exploration of foot joint $690.47 $623.29 90 10% 69% 21% 0 2 0 1 1 0 R
28022 Exploration of foot joint $661.18 $577.83 90 10% 69% 21% 0 2 0 1 0 0 R
28024 Exploration of toe joint $675.32 $577.83 90 10% 69% 21% 0 2 0 1 0 0 R
28030 Removal of foot nerve $519.75 $519.75 90 10% 69% 21% 0 2 0 0 0 0 R
28035 Decompression of tibia nerve $731.89 $555.61 90 10% 69% 21% 0 2 0 1 1 0 R
28043 Excision of foot lesion $576.32 $448.02 90 10% 69% 21% 0 2 1 1 0 0 R
28045 Excision of foot lesion $678.35 $557.13 90 10% 69% 21% 0 2 1 0 0 0 R
28046 Resection of tumor, foot $1,247.09 $1,134.45 90 10% 69% 21% 0 2 1 1 1 0 R
28050 Biopsy of foot joint lining $720.27 $546.01 90 10% 69% 21% 0 2 1 1 1 0 R
28052 Biopsy of foot joint lining $626.32 $511.16 90 10% 69% 21% 0 2 1 1 1 0 R
28054 Biopsy of toe joint lining $583.39 $471.26 90 10% 69% 21% 0 2 1 0 0 0 R
28060 Partial removal, foot fascia $733.91 $621.27 90 10% 69% 21% 0 2 1 1 0 0 R
28062 Removal of foot fascia $832.91 $710.17 920 10% 69% 21% 0 2 0 1 1 0 R
28070 Removal of foot joint lining $689.46 $594.50 90 10% 69% 21% 0 2 0 1 0 0 R
28072 Removal of foot joint lining $705.62 $595.01 90 10% 69% 21% 0 2 0 1 0 0 R
28080 Removal of foot lesion $598.04 $480.35 90 10% 69% 21% 0 2 0 0 0 0 R
28086 Excise foot tendon sheath $871.30 $628.34 90 10% 69% 21% 0 2 1 2 1 0 R
28088 Excise foot tendon sheath $722.80 $551.57 90 10% 69% 21% 0 2 1 0 0 0 R
28090 Removal of foot lesion $657.64 $530.86 90 10% 69% 21% 0 2 1 1 0 0 R
28092 Removal of toe lesions $617.23 $510.66 90 10% 69% 21% 0 2 0 1 0 0 R
28100 Removal of ankle/heel lesion $980.40 $706.13 920 10% 69% 21% 0 2 1 2 1 0 R
28102 Remove/graft foot lesion $884.43 $884.43 90 10% 69% 21% 0 2 1 2 0 0 R
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28103 Remove/graft foot lesion $807.65 $714.21 90 10% 69% 21% 0 2 1 2 0 0 R
28104 Removal of foot lesion $716.74 $628.34 90 10% 69% 21% 0 2 0 2 1 0 R
28106 Remove/graft foot lesion $753.61 $753.61 90 10% 69% 21% 0 2 0 2 1 0 R
28107 Remove/graft foot lesion $815.74 $671.28 90 10% 69% 21% 0 2 0 2 0 0 R
28108 Removal of toe lesions $611.17 $502.07 90 10% 69% 21% 0 2 0 1 0 0 R
28110 Part removal of metatarsal $672.79 $574.30 90 10% 69% 21% 0 2 1 1 1 0 R
28111 Part removal of metatarsal $739.47 $668.25 90 10% 69% 21% 0 2 1 1 1 0 R
28112 Part removal of metatarsal $702.09 $629.86 90 10% 69% 21% 0 2 1 1 1 0 R
28113 Part removal of metatarsal $719.77 $628.34 90 10% 69% 21% 0 2 1 0 0 0 R
28114 Removal of metatarsal heads $1,174.36 $1,097.08 90 10% 69% 21% 0 2 1 2 1 0 R
28116 Revision of foot $901.60 $754.11 90 10% 69% 21% 0 2 1 1 0 0 R
28118 Removal of heel bone $807.65 $699.06 90 10% 69% 21% 0 2 1 2 1 0 R
28119 Removal of heel spur $736.94 $612.69 90 10% 69% 21% 0 2 1 1 1 0 R
28120 Part removal of ankle/heel $873.32 $799.07 90 10% 69% 21% 0 2 1 1 1 0 R
28122 Partial removal of foot bone $961.21 $887.46 90 10% 69% 21% 0 2 1 2 1 0 R
28124 Partial removal of toe $756.64 $654.61 90 10% 69% 21% 0 2 1 1 0 0 R
28126 Partial removal of toe $622.79 $540.46 90 10% 69% 21% 0 2 0 1 0 0 R
28130 Removal of ankle bone $897.06 $897.06 90 10% 69% 21% 0 2 1 2 1 0 R
28140 Removal of metatarsal $909.69 $782.90 90 10% 69% 21% 0 2 0 1 1 0 R
28150 Removal of toe $671.78 $585.92 90 10% 69% 21% 0 2 0 1 0 0 R
28153 Partial removal of toe $630.87 $519.75 90 10% 69% 21% 0 2 0 1 0 0 R
28160 Partial removal of toe $643.50 $575.81 90 10% 69% 21% 0 2 0 1 0 0 R
28171 Extensive foot surgery $947.06 $947.06 90 10% 69% 21% 0 2 0 2 0 0 R
28173 Extensive foot surgery $1,033.94 $934.43 90 10% 69% 21% 0 2 0 1 1 0 R
28175 Extensive foot surgery $819.27 $688.96 90 10% 69% 21% 0 2 0 2 1 0 R
28190 Removal of foot foreign body $438.43 $284.37 10 10% 80% 10% 0 2 1 1 0 0 R
28192 Removal of foot foreign body $671.28 $530.36 90 10% 69% 21% 0 2 1 1 0 0 R
28193 Removal of foot foreign body $767.75 $652.08 90 10% 69% 21% 0 2 1 1 0 0 R
28200 Repair of foot tendon $685.93 $575.81 90 10% 69% 21% 0 2 0 1 1 0 R
28202 Repair/graft of foot tendon $1,020.81 $724.82 90 10% 69% 21% 0 2 0 2 1 0 R
28208 Repair of foot tendon $659.16 $549.55 90 10% 69% 21% 0 2 0 1 1 0 R
28210 Repair/graft of foot tendon $850.08 $673.80 90 10% 69% 21% 0 2 0 2 0 0 R
28220 Release of foot tendon $666.23 $578.84 90 10% 69% 21% 0 2 0 1 0 0 R
28222 Release of foot tendons $740.48 $657.14 90 10% 69% 21% 0 2 0 1 0 0 R
28225 Release of foot tendon $599.05 $487.42 a0 10% 69% 21% 0 2 0 1 1 0 R
28226 Release of foot tendons $674.81 $590.97 90 10% 69% 21% 0 2 0 1 0 0 R
28230 Incision of foot tendon(s) $657.14 $583.90 90 10% 69% 21% 0 2 0 1 0 0 R
28232 Incision of toe tendon $603.09 $521.77 90 10% 69% 21% 0 2 0 1 0 0 R
28234 Incision of foot tendon $594.00 $498.53 90 10% 69% 21% 0 2 0 1 0 0 R
28238 Revision of foot tendon $927.87 $817.25 90 10% 69% 21% 0 2 1 2 1 0 R
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28240 Release of big toe $659.16 $568.74 90 10% 69% 21% 0 2 1 1 0 0 R
28250 Revision of foot fascia $789.98 $691.48 90 10% 69% 21% 0 2 1 2 1 0 R
28260 Release of midfoot joint $1,004.14 $853.11 90 10% 69% 21% 0 2 1 2 1 0 R
28261 Revision of foot tendon $1,221.84 $1,144.56 90 10% 69% 21% 0 2 1 0 0 0 R
28262 Revision of foot and ankle $1,678.95 $1,649.66 90 10% 69% 21% 0 2 1 2 1 0 R
28264 Release of midfoot joint $1,135.97 $1,135.97 90 10% 69% 21% 0 2 1 2 0 0 R
28270 Release of foot contracture $711.18 $644.00 a0 10% 69% 21% 0 2 1 1 0 0 R
28272 Release of toe joint, each $603.59 $491.46 90 10% 69% 21% 0 2 1 1 0 0 R
28280 Fusion of toes $716.23 $633.40 90 10% 69% 21% 0 2 1 0 0 0 R
28285 Repair of hammertoe $703.60 $600.06 90 10% 69% 21% 0 2 0 1 1 0 R
28286 Repair of hammertoe $701.58 $598.04 90 10% 69% 21% 0 2 0 1 0 0 R
28288 Partial removal of foot bone $722.29 $672.29 90 10% 69% 21% 0 2 0 1 0 0 R
28289 Repair hallux rigidus $927.87 $887.97 90 10% 69% 21% 0 2 1 2 1 0 R
28290 Correction of bunion $802.10 $764.22 90 10% 69% 21% 0 2 1 1 0 0 R
28292 Correction of bunion $892.01 $783.41 90 10% 69% 21% 0 2 1 2 1 0 R
28293 Correction of bunion $1,053.13 $917.77 90 10% 69% 21% 0 2 1 2 1 0 R
28294 Correction of bunion $1,011.21 $897.56 90 10% 69% 21% 0 2 1 2 1 0 R
28296 Correction of bunion $1,063.24 $951.10 90 10% 69% 21% 0 2 1 2 1 0 R
28297 Correction of bunion $1,164.26 $1,033.94 90 10% 69% 21% 0 2 1 2 1 0 R
28298 Correction of bunion $957.16 $874.33 90 10% 69% 21% 0 2 1 2 1 0 R
28299 Correction of bunion $1,167.79 $1,048.08 90 10% 69% 21% 0 2 1 2 1 0 R
28300 Incision of heel bone $1,251.13 $1,010.20 90 10% 69% 21% 0 2 1 2 1 0 R
28302 Incision of ankle bone $1,010.71 $993.53 90 10% 69% 21% 0 2 1 2 1 0 R
28304 Incision of midfoot bones $983.93 $899.58 90 10% 69% 21% 0 2 0 2 1 0 R
28305 Incise/graft midfoot bones $1,288.00 $1,060.71 90 10% 69% 21% 0 2 0 2 1 0 R
28306 Incision of metatarsal $776.34 $657.64 90 10% 69% 21% 0 2 0 2 1 0 R
28307 Incision of metatarsal $1,044.04 $739.47 90 10% 69% 21% 0 2 0 0 0 0 R
28308 Incision of metatarsal $700.57 $579.85 90 10% 69% 21% 0 2 0 2 1 0 R
28309 Incision of metatarsals $1,269.32 $1,269.32 90 10% 69% 21% 0 2 0 0 0 0 R
28310 Revision of big toe $761.19 $655.62 90 10% 69% 21% 0 2 0 1 1 0 R
28312 Revision of toe $694.01 $654.10 90 10% 69% 21% 0 2 0 1 1 0 R
28313 Repair deformity of toe $739.97 $739.97 90 10% 69% 21% 0 2 0 1 0 0 R
28315 Removal of sesamoid bone $674.81 $566.22 90 10% 69% 21% 0 2 1 1 1 0 R
28320 Repair of foot bones $969.79 $969.79 90 10% 69% 21% 0 2 0 2 1 0 R
28322 Repair of metatarsals $1,061.22 $891.00 90 10% 69% 21% 0 2 0 2 1 0 R
28340 Resect enlarged toe tissue $845.03 $708.15 90 10% 69% 21% 0 2 0 1 0 0 R
28341 Resect enlarged toe $954.64 $818.26 90 10% 69% 21% 0 2 0 1 0 0 R
28344 Repair extra toe(s) $613.70 $484.90 90 10% 69% 21% 0 2 0 1 1 0 R
28345 Repair webbed toe(s) $813.21 $716.23 90 10% 69% 21% 0 2 0 0 0 0 R
28360 Reconstruct cleft foot $1,365.29 $1,365.29 90 10% 69% 21% 0 2 0 2 0 0 R
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28400 Treatment of heel fracture $413.68 $361.65 90 10% 69% 21% 0 2 1 1 0 0 R
28405 Treatment of heel fracture $593.49 $553.08 90 10% 69% 21% 0 2 1 0 0 0 R
28406 Treatment of heel fracture $793.51 $793.51 90 10% 69% 21% 0 2 1 0 0 0 R
28415 Treat heel fracture $1,689.56 $1,689.56 90 10% 69% 21% 0 2 1 2 1 0 R
28420 Treat/graft heel fracture $1,737.04 $1,737.04 90 10% 69% 21% 0 2 1 2 1 0 R
28430 Treatment of ankle fracture $383.37 $332.86 90 10% 69% 21% 0 2 1 1 0 0 R
28435 Treatment of ankle fracture $464.69 $421.76 90 10% 69% 21% 0 2 1 0 0 0 R
28436 Treatment of ankle fracture $662.69 $662.69 90 10% 69% 21% 0 2 1 1 0 0 R
28445 Treat ankle fracture $1,543.59 $1,543.59 90 10% 69% 21% 0 2 1 2 1 0 R
28450 Treat midfoot fracture, each $374.28 $312.66 90 10% 69% 21% 0 2 0 1 0 0 R
28455 Treat midfoot fracture, each $453.07 $423.78 90 10% 69% 21% 0 2 0 0 0 0 R
28456 Treat midfoot fracture $468.23 $468.23 90 10% 69% 21% 0 2 0 1 0 0 R
28465 Treat midfoot fracture, each $806.14 $806.14 90 10% 69% 21% 0 2 0 1 0 0 R
28470 Treat metatarsal fracture $340.44 $283.87 90 10% 69% 21% 0 2 0 1 0 0 R
28475 Treat metatarsal fracture $429.33 $388.42 90 10% 69% 21% 0 2 0 1 0 0 R
28476 Treat metatarsal fracture $529.85 $529.85 90 10% 69% 21% 0 2 0 0 0 0 R
28485 Treat metatarsal fracture $733.91 $733.91 90 10% 69% 21% 0 2 0 1 1 0 R
28490 Treat big toe fracture $200.52 $172.24 90 10% 69% 21% 0 2 0 1 0 0 R
28495 Treat big toe fracture $230.33 $204.57 90 10% 69% 21% 0 2 0 1 0 0 R
28496 Treat big toe fracture $696.03 $363.17 90 10% 69% 21% 0 2 0 1 0 0 R
28505 Treat big toe fracture $795.53 $554.60 90 10% 69% 21% 0 2 0 1 0 0 R
28510 Treatment of toe fracture $187.90 $173.25 90 10% 69% 21% 0 2 0 1 0 0 R
28515 Treatment of toe fracture $224.26 $196.99 90 10% 69% 21% 0 2 0 1 0 0 R
28525 Treat toe fracture $735.93 $498.03 90 10% 69% 21% 0 2 0 0 0 0 R
28530 Treat sesamoid bone fracture $206.59 $206.59 90 10% 69% 21% 0 2 0 0 0 0 R
28531 Treat sesamoid bone fracture $738.96 $372.26 90 10% 69% 21% 0 2 0 1 2 0 R
28540 Treat foot dislocation $303.06 $303.06 90 10% 69% 21% 0 2 0 0 0 0 R
28545 Treat foot dislocation $378.82 $378.82 90 10% 69% 21% 0 2 0 0 0 0 R
28546 Treat foot dislocation $819.27 $500.55 90 10% 69% 21% 0 2 0 0 0 0 R
28555 Repair foot dislocation $1,038.49 $776.84 90 10% 69% 21% 0 2 0 2 1 0 R
28570 Treat foot dislocation $279.32 $279.32 90 10% 69% 21% 0 2 0 0 0 0 R
28575 Treat foot dislocation $448.53 $448.53 90 10% 69% 21% 0 2 0 0 0 0 R
28576 Treat foot dislocation $846.55 $580.36 90 10% 69% 21% 0 2 0 0 0 0 R
28585 Repair foot dislocation $891.00 $868.77 90 10% 69% 21% 0 2 0 2 1 0 R
28600 Treat foot dislocation $324.78 $302.55 90 10% 69% 21% 0 2 0 0 0 0 R
28605 Treat foot dislocation $373.77 $373.77 90 10% 69% 21% 0 2 0 0 0 0 R
28606 Treat foot dislocation $1,096.07 $633.90 90 10% 69% 21% 0 2 0 1 0 0 R
28615 Repair foot dislocation $914.23 $914.23 90 10% 69% 21% 0 2 0 2 1 0 R
28630 Treat toe dislocation $211.64 $211.64 10 10% 80% 10% 0 2 0 0 0 0 R
28635 Treat toe dislocation $232.35 $232.35 10 10% 80% 10% 0 2 0 0 0 0 R
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28636 Treat toe dislocation $399.53 $318.21 10 10% 80% 10% 0 2 0 1 2 0 R
28645 Repair toe dislocation $575.31 $455.60 90 10% 69% 21% 0 2 0 1 1 0 R
28660 Treat toe dislocation $224.77 $198.50 10 10% 80% 10% 0 2 0 1 0 0 R
28665 Treat toe dislocation $231.84 $231.84 10 10% 80% 10% 0 2 0 0 0 0 R
28666 Treat toe dislocation $827.35 $301.04 10 10% 80% 10% 0 2 0 1 2 0 R
28675 Repair of toe dislocation $646.53 $412.16 90 10% 69% 21% 0 2 0 1 0 0 R
28705 Fusion of foot bones $1,823.92 $1,823.92 90 10% 69% 21% 0 2 0 2 1 0 R
28715 Fusion of foot bones $1,369.33 $1,369.33 90 10% 69% 21% 0 2 0 2 1 0 R
28725 Fusion of foot bones $1,230.93 $1,230.93 90 10% 69% 21% 0 2 0 2 1 0 R
28730 Fusion of foot bones $1,147.08 $1,147.08 90 10% 69% 21% 0 2 0 2 1 0 R
28735 Fusion of foot bones $1,135.97 $1,135.97 90 10% 69% 21% 0 2 0 2 1 0 R
28737 Revision of foot bones $997.57 $997.57 90 10% 69% 21% 0 2 0 2 1 0 R
28740 Fusion of foot bones $1,111.22 $902.11 90 10% 69% 21% 0 2 0 2 1 0 R
28750 Fusion of big toe joint $1,043.03 $871.80 90 10% 69% 21% 0 2 1 0 0 0 R
28755 Fusion of big toe joint $698.05 $590.97 90 10% 69% 21% 0 2 1 1 1 0 R
28760 Fusion of big toe joint $960.20 $828.87 90 10% 69% 21% 0 2 1 2 1 0 R
28800 Amputation of midfoot $903.62 $903.62 90 10% 69% 21% 0 2 1 2 1 0 R
28805 Amputation thru metatarsal $917.26 $917.26 90 10% 69% 21% 0 2 1 0 0 0 R
28810 Amputation toe & metatarsal $745.02 $745.02 90 10% 69% 21% 0 2 0 0 0 0 R
28820 Amputation of toe $746.54 $606.12 90 10% 69% 21% 0 2 0 1 0 0 R
28825 Partial amputation of toe $713.20 $551.57 90 10% 69% 21% 0 2 0 1 0 0 R
28899 Foot/toes surgery procedure By Report By Report 90 0% 0% 0% 0 2 0 0 1 1 N
29000 Application of body cast $262.65 $209.62 0 0% 0% 0% 0 2 0 0 0 0 R
29010 Application of body cast $265.68 $201.53 0 0% 0% 0% 0 2 0 0 0 0 R
29015 Application of body cast $290.43 $227.29 0 0% 0% 0% 0 2 0 0 0 0 R
29020 Application of body cast $281.85 $186.89 0 0% 0% 0% 0 2 0 0 0 0 R
29025 Application of body cast $299.52 $225.27 0 0% 0% 0% 0 2 0 0 0 0 R
29035 Application of body cast $253.56 $177.80 0 0% 0% 0% 0 2 0 0 0 0 R
29040 Application of body cast $254.57 $201.03 0 0% 0% 0% 0 2 0 0 0 0 R
29044 Application of body cast $280.84 $210.12 0 0% 0% 0% 0 2 0 0 0 0 R
29046 Application of body cast $303.06 $237.90 0 0% 0% 0% 0 2 0 0 0 0 R
29049 Application of figure eight $104.05 $78.29 0 0% 0% 0% 0 2 0 0 0 0 R
29055 Application of shoulder cast $221.23 $171.23 0 0% 0% 0% 0 2 0 0 0 0 R
29058 Application of shoulder cast $138.90 $108.09 0 0% 0% 0% 0 2 0 0 0 0 R
29065 Application of long arm cast $104.56 $83.34 0 0% 0% 0% 0 2 1 1 0 0 R
29075 Application of forearm cast $96.47 $75.26 0 0% 0% 0% 0 2 1 1 0 0 R
29085 Apply hand/wrist cast $104.05 $79.30 0 0% 0% 0% 0 2 1 1 0 0 R
29086 Apply finger cast $75.26 $59.10 0 0% 0% 0% 0 2 1 1 0 0 R
29105 Apply long arm splint $101.53 $74.25 0 0% 0% 0% 0 2 1 1 0 0 R
29125 Apply forearm splint $76.78 $53.04 0 0% 0% 0% 0 2 1 1 0 0 R
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29126 Apply forearm splint $102.54 $64.65 0 0% 0% 0% 0 2 1 1 0 0 R
29130 Application of finger splint $49.50 $36.37 0 0% 0% 0% 0 2 1 1 0 0 R
29131 Application of finger splint $65.16 $40.41 0 0% 0% 0% 0 2 1 1 0 0 R
29200 Strapping of chest $77.28 $53.04 0 0% 0% 0% 0 2 0 1 0 0 R
29220 Strapping of low back $83.85 $55.56 0 0% 0% 0% 0 2 0 1 0 0 R
29240 Strapping of shoulder $84.35 $57.58 0 0% 0% 0% 0 2 0 1 0 0 R
29260 Strapping of elbow or wrist $72.23 $46.97 0 0% 0% 0% 0 2 1 1 0 0 R
29280 Strapping of hand or finger $73.74 $46.97 0 0% 0% 0% 0 2 1 1 0 0 R
29305 Application of hip cast $253.06 $194.46 0 0% 0% 0% 0 2 0 0 0 0 R
29325 Application of hip casts $283.87 $219.72 0 0% 0% 0% 0 2 0 0 0 0 R
29345 Application of long leg cast $154.56 $129.81 0 0% 0% 0% 0 2 1 1 0 0 R
29355 Application of long leg cast $159.61 $140.92 0 0% 0% 0% 0 2 1 1 0 0 R
29358 Apply long leg cast brace $166.68 $133.85 0 0% 0% 0% 0 2 1 1 0 0 R
29365 Application of long leg cast $136.38 $111.63 0 0% 0% 0% 0 2 1 1 0 0 R
29405 Apply short leg cast $100.51 $81.32 0 0% 0% 0% 0 2 1 1 0 0 R
29425 Apply short leg cast $109.61 $90.92 0 0% 0% 0% 0 2 1 1 0 0 R
29435 Apply short leg cast $134.86 $110.62 0 0% 0% 0% 0 2 1 1 0 0 R
29440 Addition of walker to cast $62.63 $44.45 0 0% 0% 0% 0 2 1 1 0 0 R
29445 Apply rigid leg cast $179.31 $147.49 0 0% 0% 0% 0 2 1 1 0 0 R
29450 Application of leg cast $180.32 $165.67 0 0% 0% 0% 0 2 1 1 0 0 R
29505 Application, long leg splint $92.94 $61.12 0 0% 0% 0% 0 2 1 1 0 0 R
29515 Application lower leg splint $79.30 $63.64 0 0% 0% 0% 0 2 1 1 0 0 R
29520 Strapping of hip $75.26 $50.00 0 0% 0% 0% 0 2 0 0 0 0 R
29530 Strapping of knee $72.23 $48.49 0 0% 0% 0% 0 2 0 1 0 0 R
29540 Strapping of ankle $47.48 $43.44 0 0% 0% 0% 0 2 0 1 0 0 R
29550 Strapping of toes $45.96 $40.41 0 0% 0% 0% 0 2 0 1 0 0 R
29580 Application of paste boot $61.62 $48.99 0 0% 0% 0% 0 2 1 1 0 0 R
29590 Application of foot splint $65.66 $55.56 0 0% 0% 0% 0 2 0 1 0 0 R
29700 Removal/revision of cast $72.73 $45.46 0 0% 0% 0% 0 2 0 1 0 0 R
29705 Removallrevision of cast $79.30 $61.62 0 0% 0% 0% 0 2 1 1 0 0 R
29710 Removal/revision of cast $150.52 $107.59 0 0% 0% 0% 0 2 1 0 0 0 R
29715 Removal/revision of cast $100.01 $65.16 0 0% 0% 0% 0 2 0 0 0 0 R
29720 Repair of body cast $86.37 $56.57 0 0% 0% 0% 0 2 0 1 0 0 R
29730 Windowing of cast $77.79 $59.60 0 0% 0% 0% 0 2 0 1 0 0 R
29740 Wedging of cast $114.15 $85.36 0 0% 0% 0% 0 2 0 1 0 0 R
29750 Wedging of clubfoot cast $126.78 $101.02 0 0% 0% 0% 0 2 1 0 0 0 R
29799 Casting/strapping procedure By Report By Report 0 0% 0% 0% 0 2 0 0 1 1 N
29800 Jaw arthroscopy/surgery $821.80 $821.80 90 10% 69% 21% 0 2 1 0 0 0 R
29804 Jaw arthroscopy/surgery $878.87 $878.87 90 10% 69% 21% 0 2 1 2 1 0 R
29805 Shoulder arthroscopy, dx $491.97 $491.97 90 10% 69% 21% 0 2 1 1 1 0 R
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29806 Shoulder arthroscopy/surgery $1,376.40 $1,376.40 90 10% 69% 21% 0 & 1 1 1 0 29805 R
29807 Shoulder arthroscopy/surgery $1,339.02 $1,339.02 90 10% 69% 21% 0 3 1 1 1 0 29805 R
29819 Shoulder arthroscopy/surgery $924.84 $924.84 90 10% 69% 21% 0 3 1 1 1 0 29805 R
29820 Shoulder arthroscopy/surgery $880.39 $880.39 90 10% 69% 21% 0 3 1 2 1 0 29805 R
29821 Shoulder arthroscopy/surgery $930.90 $930.90 90 10% 69% 21% 0 &) 1 2 1 0 29805 R
29822 Shoulder arthroscopy/surgery $910.70 $910.70 90 10% 69% 21% 0 3 1 2 0 0 29805 R
29823 Shoulder arthroscopy/surgery $971.81 $971.81 90 10% 69% 21% 0 3 1 2 1 0 29805 R
29824 Shoulder arthroscopy/surgery $840.49 $840.49 90 10% 69% 21% 0 3 0 2 1 0 29805 R
29825 Shoulder arthroscopy/surgery $923.32 $923.32 90 10% 69% 21% 0 3 1 2 1 0 29805 R
29826 Shoulder arthroscopy/surgery $1,043.03 $1,043.03 90 10% 69% 21% 0 3 1 2 1 0 29805 R
29830 Elbow arthroscopy $632.89 $632.89 90 10% 69% 21% 0 2 1 1 0 0 R
29834 Elbow arthroscopy/surgery $702.09 $702.09 90 10% 69% 21% 0 3 1 2 1 0 29830 R
29835 Elbow arthroscopy/surgery $713.71 $713.71 90 10% 69% 21% 0 3 1 2 1 0 29830 R
29836 Elbow arthroscopy/surgery $808.67 $808.67 90 10% 69% 21% 0 3 1 2 1 0 29830 R
20837 Elbow arthroscopy/surgery $754.11 $754.11 90 10% 69% 21% 0 3 1 2 1 0 29830 R
29838 Elbow arthroscopy/surgery $822.30 $822.30 90 10% 69% 21% 0 3 1 0 0 0 29830 R
29840 Wirist arthroscopy $731.89 $731.89 90 10% 69% 21% 0 2 1 0 0 0 R
29843 Wrist arthroscopy/surgery $777.35 $777.35 90 10% 69% 21% 0 & 1 2 1 0 29840 R
29844 Wrist arthroscopy/surgery $810.18 $810.18 90 10% 69% 21% 0 3 1 2 0 0 29840 R
29845 Wrist arthroscopy/surgery $897.06 $897.06 90 10% 69% 21% 0 3 1 2 1 0 29840 R
29846 Wrist arthroscopy/surgery $968.78 $968.78 90 10% 69% 21% 0 3 1 0 0 0 29840 R
29847 Wrist arthroscopy/surgery $995.05 $995.05 90 10% 69% 21% 0 3 1 2 0 0 29840 R
29848 Wrist endoscopy/surgery $732.39 $732.39 90 10% 69% 21% 0 2 1 1 0 0 R
29850 Knee arthroscopy/surgery $821.29 $821.29 90 10% 69% 21% 0 2 1 0 2 0 R
29851 Knee arthroscopy/surgery $1,339.02 $1,339.02 90 10% 69% 21% 0 2 1 2 2 0 R
29855 Tibial arthroscopy/surgery $1,128.90 $1,128.90 90 10% 69% 21% 0 2 1 2 2 0 R
29856 Tibial arthroscopy/surgery $1,423.88 $1,423.88 90 10% 69% 21% 0 2 1 2 2 0 R
29860 Hip arthroscopy, dx $858.67 $858.67 90 10% 69% 21% 0 2 1 2 1 0 R
29861 Hip arthroscopy/surgery $953.12 $953.12 90 10% 69% 21% 0 3 1 2 1 0 29860 R
29862 Hip arthroscopy/surgery $1,047.58 $1,047.58 90 10% 69% 21% 0 3 1 2 1 0 29860 R
29863 Hip arthroscopy/surgery $1,076.87 $1,076.87 90 10% 69% 21% 0 3 1 2 1 0 29860 R
29870 Knee arthroscopy, dx $600.06 $600.06 90 10% 69% 21% 0 2 1 1 1 0 R
29871 Knee arthroscopy/drainage $789.98 $789.98 90 10% 69% 21% 0 & 1 1 0 0 29870 R
29874 Knee arthroscopy/surgery $803.11 $803.11 90 10% 69% 21% 0 3 1 0 0 0 29870 R
29875 Knee arthroscopy/surgery $743.00 $743.00 90 10% 69% 21% 0 3 1 0 0 0 29870 R
29876 Knee arthroscopy/surgery $909.18 $909.18 90 10% 69% 21% 0 3 1 1 0 0 29870 R
29877 Knee arthroscopy/surgery $831.39 $831.39 90 10% 69% 21% 0 3 1 2 0 0 29870 R
29879 Knee arthroscopy/surgery $889.99 $889.99 90 10% 69% 21% 0 3 1 0 0 0 29870 R
29880 Knee arthroscopy/surgery $928.88 $928.88 90 10% 69% 21% 0 3 1 0 1 0 29870 R
29881 Knee arthroscopy/surgery $866.75 $866.75 90 10% 69% 21% 0 3 1 2 0 0 29870 R
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29882 Knee arthroscopy/surgery $935.45 $935.45 90 10% 69% 21% 0 3 1 1 0 0 29870 R
29883 Knee arthroscopy/surgery $1,136.47 $1,136.47 90 10% 69% 21% 0 3 1 0 0 0 29870 R
20884 Knee arthroscopy/surgery $860.19 $860.19 90 10% 69% 21% 0 3 1 2 1 0 29870 R
29885 Knee arthroscopy/surgery $1,007.67 $1,007.67 90 10% 69% 21% 0 3 1 2 1 0 29870 R
29886 Knee arthroscopy/surgery $877.86 $877.86 90 10% 69% 21% 0 3 1 1 0 0 29870 R
29887 Knee arthroscopy/surgery $1,004.14 $1,004.14 90 10% 69% 21% 0 3 1 2 1 0 29870 R
29888 Knee arthroscopy/surgery $1,410.24 $1,410.24 90 10% 69% 21% 0 2 1 2 1 0 R
29889 Knee arthroscopy/surgery $1,583.49 $1,583.49 90 10% 69% 21% 0 2 1 2 1 0 R
29891 Ankle arthroscopy/surgery $921.81 $921.81 90 10% 69% 21% 0 2 1 2 0 0 R
29892 Ankle arthroscopy/surgery $961.21 $961.21 90 10% 69% 21% 0 2 1 2 0 0 R
29893 Scope, plantar fasciotomy $574.30 $574.30 90 10% 69% 21% 0 2 1 2 1 0 R
29894 Ankle arthroscopy/surgery $811.19 $811.19 90 10% 69% 21% 0 2 1 2 1 0 R
29895 Ankle arthroscopy/surgery $797.05 $797.05 90 10% 69% 21% 0 2 1 2 1 0 R
29897 Ankle arthroscopy/surgery $844.53 $844.53 90 10% 69% 21% 0 2 1 2 0 0 R
29898 Ankle arthroscopy/surgery $909.69 $909.69 90 10% 69% 21% 0 2 1 2 1 0 R
29900 Mcp joint arthroscopy, dx $598.54 $598.54 90 10% 69% 21% 0 2 1 0 0 0 R
29901 Mcp joint arthroscopy, surg $659.16 $659.16 90 10% 69% 21% 0 2 1 0 0 0 R
29902 Mcp joint arthroscopy, surg $707.14 $707.14 90 10% 69% 21% 0 2 1 0 0 0 R
29999 Arthroscopy of joint By Report By Report 90 0% 0% 0% 0 2 1 0 1 0 N
30000 Drainage of nose lesion $204.57 $152.54 10 10% 80% 10% 0 2 0 0 0 0 R
30020 Drainage of nose lesion $209.62 $154.56 10 10% 80% 10% 0 2 0 1 0 0 R
30100 Intranasal biopsy $117.69 $76.27 0 0% 0% 0% 0 2 0 1 0 0 R
30110 Removal of nose polyp(s) $229.32 $131.33 10 10% 80% 10% 0 2 1 1 0 0 R
30115 Removal of nose polyp(s) $461.66 $461.66 90 10% 76% 14% 0 2 1 1 0 0 R
30117 Removal of intranasal lesion $419.23 $329.83 90 10% 76% 14% 0 2 0 1 0 0 R
30118 Removal of intranasal lesion $947.06 $947.06 90 10% 76% 14% 0 2 0 2 1 0 R
30120 Revision of nose $571.27 $571.27 90 10% 76% 14% 0 2 0 1 0 0 R
30124 Removal of nose lesion $331.85 $331.85 90 10% 76% 14% 0 2 0 1 0 0 R
30125 Removal of nose lesion $716.74 $716.74 90 10% 76% 14% 0 2 0 2 0 0 R
30130 Removal of turbinate bones $381.35 $381.35 90 10% 76% 14% 0 2 1 1 0 0 R
30140 Removal of turbinate bones $416.20 $416.20 90 10% 76% 14% 0 2 1 1 0 0 R
30150 Partial removal of nose $937.97 $937.97 90 10% 76% 14% 0 2 0 1 1 0 R
30160 Removal of nose $958.68 $958.68 90 10% 76% 14% 0 2 0 2 1 0 R
30200 Injection treatment of nose $104.05 $64.65 0 0% 0% 0% 0 2 0 1 0 0 R
30210 Nasal sinus therapy $166.68 $88.39 10 10% 80% 10% 0 2 0 1 0 0 R
30220 Insert nasal septal button $210.12 $124.25 10 10% 80% 10% 0 2 0 1 0 0 R
30300 Remove nasal foreign body $188.40 $73.74 10 10% 80% 10% 0 2 0 1 0 0 R
30310 Remove nasal foreign body $201.53 $201.53 10 10% 80% 10% 0 2 0 0 0 0 R
30320 Remove nasal foreign body $508.64 $508.64 90 10% 76% 14% 0 2 0 0 0 0 R
30400 Reconstruction of nose $979.89 $979.89 90 10% 76% 14% 0 2 0 0 0 0 R
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30410 Reconstruction of nose $1,224.87 $1,224.87 20 10% 76% 14% 0 2 0 2 0 0 R
30420 Reconstruction of nose $1,480.95 $1,480.95 90 10% 76% 14% 0 2 0 1 0 0 R
30430 Revision of nose $762.70 $762.70 90 10% 76% 14% 0 2 0 2 0 0 R
30435 Revision of nose $1,174.36 $1,174.36 90 10% 76% 14% 0 2 0 2 0 0 R
30450 Revision of nose $1,726.43 $1,726.43 90 10% 76% 14% 0 2 0 2 0 0 R
30460 Revision of nose $999.09 $999.09 90 10% 76% 14% 0 2 0 2 2 0 R
30462 Revision of nose $1,784.01 $1,784.01 90 10% 76% 14% 0 2 0 2 2 0 R
30465 Repair nasal stenosis $1,109.20 $1,109.20 90 10% 76% 14% 0 2 0 0 0 0 R
30520 Repair of nasal septum $604.10 $604.10 90 10% 76% 14% 0 2 0 1 0 0 R
30540 Repair nasal defect $751.08 $751.08 90 10% 76% 14% 0 2 0 2 0 0 R
30545 Repair nasal defect $1,069.80 $1,069.80 20 10% 76% 14% 0 2 0 2 0 0 R
30560 Release of nasal adhesions $187.39 $143.95 10 10% 80% 10% 0 2 0 1 0 0 R
30580 Repair upper jaw fistula $609.66 $609.66 90 10% 76% 14% 0 2 0 1 0 0 R
30600 Repair mouth/nose fistula $578.84 $578.84 90 10% 76% 14% 0 2 0 0 0 0 R
30620 Intranasal reconstruction $657.64 $657.64 90 10% 76% 14% 0 2 0 1 0 0 R
30630 Repair nasal septum defect $745.02 $745.02 90 10% 76% 14% 0 2 0 0 0 0 R
30801 Cauterization, inner nose $188.91 $175.77 10 10% 80% 10% 0 2 2 1 0 0 R
30802 Cauterization, inner nose $267.70 $254.07 10 10% 80% 10% 0 2 2 1 0 0 R
30901 Control of nosebleed $136.88 $81.32 0 0% 0% 0% 0 2 1 1 0 0 R
30903 Control of nosebleed $244.97 $108.60 0 0% 0% 0% 0 2 1 1 0 0 R
30905 Control of nosebleed $301.04 $145.47 0 0% 0% 0% 0 2 2 1 0 0 R
30906 Repeat control of nosebleed $347.00 $193.96 0 0% 0% 0% 0 2 2 1 0 0 R
30915 Ligation, nasal sinus artery $743.51 $743.51 90 10% 76% 14% 0 2 0 1 0 0 R
30920 Ligation, upper jaw artery $959.69 $959.69 90 10% 76% 14% 0 2 0 1 0 0 R
30930 Therapy, fracture of nose $177.29 $177.29 10 10% 80% 10% 0 2 1 1 0 0 R
30999 Nasal